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AND TOXAEMIA 
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Va amazing biochemical discoveries 
and researches of. the last decade 
have made it possible to synthesise a 
pure crystalline substance — desoxycorti- 
costerone acetate — which produces all 
the known. effects of the suprarenal 
cortical hormone. This substance pro- 
vides a logical, physiological means of 
controlling circulatory failure due to 
shock resulting from wounds, burns and 
other injuries. It is a specific for Addison’s 
Disease. 


Desoxycorticosterone is presented for use in oily solution for 
intramuscular injection under the name of 


*CORTIRON’ 


(Desorycorticosterone Acetate) 
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Meet todays vital needs 


WITH THE IMPROVED AND EXTENDED 


CURTIS SERVICES 


Our new, fully equipped, modern 
factory premises enable us to offer 
improved and greatly extended ser- 
vices to the Medical faculty. Doctors 
and Surgeons may have every confi-- 
dence in the ability of the House of 
Curtis to co-operate in the urgent 
work of to-day. Besides manufac- 
turing their well-known Abdominal 
appliances, Curtis can now supply a 
wide range of surgical and medical 
equipment. May we quote you? 
ABDOMINAL BELTS & SUPPORTS @ SURGICAL 
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Deficiency 


In Ribena Blackcurrant Syrup, the physician has a rich 
natural source of vitamin C to meet the requirements 
of children and adults—accentuated as the requirements 
now are by the shortage of so many imported fruits. 


~ The vitamin C content averages 24 mgs. per fluid 
ounce, approximately twice the amount in fresh orange 
juice. Ribena is gradually matured before sale, and in 

‘ consequence the Cane Sugar naturally inverts to the © 
more digestible Glucose and Fructose. Government 
demands for Blackcurrant syrup and puree for children 
have inevitably reduced the available quantity of 
Ribena, but arrangements have been made to continue 
its supply on medical prescription. 


One size only : 13-0z. bottle 2/3. 
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1A great deal of confusion exists concerning the best 
‘| methods of treating scabies.* Every method has its advo- 


cates or detractors. Much of this confusion is caused by 
inaccuracies in diagnosis of infection and inaccuracies in 
assessment of cures. At the present time the disease is in 
the public eye, and many irritating skin conditions un- 
connected with Sarcoptes are apt t6 be diagnosed and 
treated as scabies, though, on the other hand, mild cases 
are often overlooked. Scabies can only be diagnosed with 
certainty when the mite Sarcoptes scabiei can be demon- 
strated or, at least, an unmistakable burrow seen. Another 
difficulty arises in assessment of cure. Many treated cases 
still show signs of extensive secondary impetigo or eczema 
even though the primary scabies has been cured. In such 
cases mild applications may cure the secondary complica- 
tions and thus get the credit of curing scabies, which they 
are quite incapable of doing. 


It is commonly believed that a long soak in a hot bath, 


| followed by vigorous scrubbing, is an essential part of any 


scabies treatment and that this soaking and scrubbing will 
in itself often cure the disease. Results given below show 
that almost 100% of cases of scabies can be cured if efficient 
medicaments are used without any bath or scrubbing at all. 
lf a well-established burrow is soaked and scrubbed, the brush 
can be applied vigorously to the lesion for as long as ten 
Minutes without dislodging the parasite, and unless the 
scrubbing is severe enough to draw blood it is unlikely that 


many of the mites will be removed in this way. Really 
thorough scrubbing, often repeated, may sometimes cure 
scabies (Dixon, 1941), but this does not appear to be a prac- 
ticable method for general use. Gordon and Seaton (1942a), 
from their work on Notoédres, suggest that scrubbing may be 
an important preliminary part of scabies treatment. Their view 
is in part based on an examination of the lesions produced 
by Notoédres ; these are covered with scabs and dry exudate, 
Whereas in human scabies live mites are seldom so protected. 
In spite of this, however, it is desirable that before applying 
a parasiticide the body should be soaked in a hot bath and 
tubbed well with soap, as this may enable the medicament to 
penetrate the skin more readily. 

It is dangerous to assume that a patient has, or has not, 
been cured mainly because of the disappearance or otherwise 
of symptoms such as irritation. Some patients continue to itch 
for weeks after all parasites have been killed, while in other 
cases methods which we know to have practically no effect 
on the parasites will give at least temporary relief from irrita- 
tion, especially if the patient believes they are efficacious. Many 
Writers state that the methods they advocate will cure 
“resistant” cases which have not responded to other treat- 
ments. We have found no indication that the parasites are 
much more difficult to kill in some individuals than in others. 
There are, however, as stated above, considerable differences 


* A full summary of recent literature concerning treatment is given 
. by Gordon and Seaton (1942a). 
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in the rapidity with which symptoms such as itching disappear ; 
but a more potent acaricide does nothing to allay these 
symptoms—it may easily have the opposite effect. 

In our experiments on the treatment of scabies we have 
assessed our cure primarily by an examination of the adult 
female mites removed from treated cases. We have developed 
methods by which we believe that over 90% of the ovigerous 
females can be detected. Samples totalling 1,200 mites 
removed from 441 cases suggest that about 90% of the 
ovigerous females seen on examining the skin are alive, the 
remaining 10% having died in situ. If only dead mites are 
found after treatment this suggests that the method is likely 
to be successful, but such results must be confirmed by a study 
of the relapse rate. Of 1,500 cases treated by us, approxi- 
mately 1.7% had a recurrence of scabies; but as only three 
individuals relapsed within ten weeks we are probably safe 
in assuming that the recurrences were mainly reinfections. 
(Incidentally, a further 2.6% of patients returned apparently 
uncured a few days after treatment, but these were found to 
have no living Sarcoptes and merely a persistent itching, which 
gradually disappeared without further scabies treatment.) If, 
on the other hand, it is possible to find any live mites 24 hours 
after completing a treatment, this leaves no shadow of doubt 
that the treatment has not been successful. It should be noted 
that if even one live mite is left a recurrence of the disease 
is likely. It may take several weeks before the recurrence 
manifests itself fully, for this time must elapse before a reason- 
ably large mite population can be built up again. Our results 
are based mainly on examination of the ovigerous females, 
but preliminary experiments suggest that the medicaments which 
kill these are also reasonably effective against the eggs. 
Incidentally, eggs killed with benzyl benzoate or sulphur seem 
to be “fixed” and remain normal in appearance when incu- 
bated ; we therefore find it difficult to interpret Gordon and 
Seaton’s (1942b) results, for they assessed the potency of drugs 
against Notoédres by the percentage of eggs which degenerated 
after treatment. Nymphs, larvae, and adult males occur more 
superficially than females, and it seems unlikely that they will 
escape more easily. Timoney (1924) finds, with the Sarcoptes 
attacking the buffalo, that eggs are only slightly more resistant 
than adult females ; all other stages are less resistant. We have 
also found that there is a very high mortality during develop- 
ment ; if a proportion of live eggs are left deliberately they sel- 
dom give a reinfection. The chances of a reinfection where, say, 
5% of the eggs survive are exceedingly remote in all but those 
cases with abnormally high populations of Sarcoptes. 

Several times the advocates of a new method have suggested 
that it is much simpler than the old one because fewer applica- 
tions of medicament are needed or because the bath and scrub- 
bing can be omitted. These statements have been made without 
testing the old method to see whether it might also work under 
the simpler conditions. The main errors in assessment of 
scabies treatment have thus often led to an under-estimation 
of the eflicacy of old methods, while at the same time the 
efficacy of certain new methods has been greatly over-estimated. 

Details are given below of tests with most of the treatments 
in common use. In many cases the methods have been tried 
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with and without baths and with and without any scrubbing 
of the usual sites of election. In all cases the whole body, 
from the neck down, has been treated with the medicament. 
The results are summarized in the Table. The numbers of 
mites found may require some explanation. We hope to 
publish elsewhere particulars of the numbers of parasites 


A Comparison of Different Methods used in the Treatment of 


Scabies. All Results obtained 24 Hours after the First 
Application unless Otherwise Stated 
Cure | Mites | Mate 
Method Bath | Scrub | Cases 
A. Sulphur 
(1) Sulphur ointment B.P. 
10% 57 97 269 2 99-5 
64 90 331 9 97 
26 88 335 8 98 
(2) Marcussen’s ointment 
(kathiolan) < 7 100 169 0 100 
(3) Flowers of sulphur : 
Day 1 2 0 4 22 15 
¥ 2 0 26 12 33 
2 0 29 14 67 
(4) Thiosulphate; HCI : 
Day 1 ie ine 6 0 11 33 25 
a 2 3 0 31 31 50 
woe 3 66 13 5 72 
(5) Sulfomil : 
Day | 5 0 20 | 96 17 
Pe 5 0 22 63 26 
3 4 0 42 46 48 
(6) {Internal sulphur : 
10 days) 4 0 0 50 0 
B. Rotenone 
(1) Derris root lotion : 
Day 1 Eo - : 13 15 121 44 73 
13 46 81 22 79 
(2) Rotenone emulsion 2°, 
(sarevan) os 4 25 559 | 171 76 
C. Benzyl Benzoate 
(1) S%inspirit .. ae. + . 5 40 225 23 91 
38 95 307 2 99 
: 64 94 737 6 99 
(4) 20%... 43 97-5} 291 2 99°3 
- 52 98 30! 1 99-6 
ey 37 97 175 2 99 
(7) Lotion (25% benz. ben- 
zoate, 35% soft soap, 
40% spirit) .. : - : 32 100 210 0 100 
(8) 9 100 30 0 100 
(9) 10% emulsion .. oe : - 12 43 128 16 89 
(10), 12 75 63 5 93 
(11) 20% (L.W.) - 41 97-5} 281 1 99-6 
” 50 98 368 1 99-7 
(S.T.) 41 100 474 0 100 
(14) ,, | 24 100 190 0 100 
5) 6 (W.F.Z.) 48 100 415 0 100 
.,, 21 100 106 0 100 
(17) All 20% emulsions 4 225 99 | 1,834 99-9 
D. Dimethyl-diphenylene 
Disulphide 
(1) Undiluted 6 100 178 0 100 
(2) 10% in paraffin 3 100 81 0 100 
AZ 80 79 1 98-5 
2%. 2 50 62 47 
(5) 0-5%., 1 0 44 21 67 
E. Pyrethrum 
(1) A.200 (extract in paraf- 
(2) Emulsion in water (2% 
total pyrethrins) .. + - 4 75 41 6 87 
(3) Solution in paraffin (1°, 
pyrethrin I, approx. 
1-75°% total pyrethrins) : | 
(a) Sprayed — 9 22 91 28 | 
(b) Painted 3 0 93| 65 | 59 
| 


observed in cases of scabies, but may state here that on an 
average there were only 12 adult females. The majority of 
cases have less than this number, and a very small minority 
have over 50. The percentage of mites killed by any method 
is approximately the same whether only a few parasites are 
found on many patients or whether a large number of para- 
sites are found on a single patient. During the later part of 
the experiments certain substances which we knew to be 
effective—e.g., sulphur ointment—were frequently used on 
cases irrespective of the parasite population, so that only rather 
small numbers of mites could be removed after treatment. 
With other methods of less-well-established efficacy, cases with 
high parasite count were chosen in order .to obtain results 
quickly and to avoid a mass of work in treating or re-treating 
cases. All patients studied were adult males, but observations 
made on children and females do not suggest any considerable 
differences. 
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Sulphur Preparations 


Sulphur Ointment (10° Sulphur).—Sulphur has been used 
since ancient times (see Hebra, 1868, for details) for the treat- 
ment of scabies, and sulphur ointment is a sarcopticide of 
proved efficacy. It has gained some notoriety because, when 
over-applied, a severe itching dermatitis is produced which is 
often thought to be due to a continuation of the parasitic 
infection. More ointment is then applied, with a further 
aggravation of the condition and, finally, disastrous results, 
The standard treatment consists in making three applications 
of the ointment, the first (and sometimes the second and third 
also) following a hot bath and scrubbing. Before our in- 
vestigation reached the present stage, in which we can locate 
and extract most of the parasites, about 200 cases were treated 
by the above method without a single relapse being detected. 
In 147 cases since treated, the mites have been extracted after 
treatment. The results given in the Table show that a very 
high proportion of the mites were killed by one application, 
using approximately 3 oz. of sulphur ointment per patient. 
There is some indication here that the efficacy of the treatment 
is slightly enhanced by bathing and scrubbing, although the 
difference between the results (° killed) from the two types of 
treatment is not statistically significant. Even without bathing 
and scrubbing, very few mites survive, and two applications of the 
ointment have cured 100°. of the cases. When skilled orderlies 
are available the disadvantage of the messiness of the treatment 
often outweighs the ease with which the medicament can be 
applied. We are of the opinion that sulphur ointment is 
likely to give more satisfactory results than other methods 
when used by the unskilled, for even if the ointment is care- 
lessly applied there are chances of its spreading over a wider 
area than was originally covered. Adequate warning should 
be given against over-treatment. We have seen cases which 
have not been cured after using sulphur ointment for many 
days ; these patients have been applying the ointment locally 
on the irritating areas. It cannot be too strongly stressed 
that the whole of the body except the head must be covered. 

Sulphur Vanishing Cream.—lIn order to avoid the messiness 
of sulphur ointment and to economize in the paraffin base, 
vanishing creams containing sulphur, obtained through the 
kindness of the Cooper Technical Bureau, have been tried. 
The creams are very pleasant to use and do not soil the 
garments unduly. One containing 10° of sulphur appears to 
be as effective as the ordinary ointment. Further research is 
in progress to try to decrease the sulphur content ; in 12 cases 
treated with a 0.5°, sulphur vanishing cream the majority 
of the parasites were killed. 

Marcussen’s  Ointment-—-A commercial preparation of 
Marcussen’s ointment called * kathiolan ~ was received through 
the kindness of Messrs. C. Zimmerman. It is claimed that 
this preparation will cure scabies within 24 hours, a contention 
which our experiments support. If applied as thickly as 
advisea by the manufacturers, this ointment is even more 
objectionable in use than ordinary sulphur ointment, but if 
employed more sparingly it is equally effective and no more 
messy than the latter. 

Flowers of Sulphur.—Flowers of sulphur dusted over a 
patient are said to give a simple and effective cure. The Table 
shows that though this treatment does kill some of the parasites 
it is relatively ineffective ; for after 24 hours very few mites 
have been killed, and even after 3 days one-third of them 
are still alive. It should be noted that our patients have 
remained in bed in contact with the powder, 60 g. of which 
was used for each case. It seems likely that treatments of 
this kind result in a race between the production of 4 
dermatitis and the extermination of the parasite. There is 4 
real danger that the dermatitis may develop first. 

Sodium Thiosulphate and Hydrochloric Acid.—lIt has been 
thought that if the sulphur could be released in nascent form 
it might be particularly effective. In this method the patient 
is first painted with a strong solution of hypo, which is allowed 
to dry. Some acid (i.e., hydrochloric) is then applied to the 
body; sulphur is released and conditions very harmful to 
Sarcoptes are alleged to arise. It should be noted that a patient 
who has been treated in this way is covered with yellow 
powder. This shows that the sulphur is deposited in rather 
coarse granules and not in a finely divided state, for in the 
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Jatter condition the deposit would be white and not yellow. 
We find that one application of these solutions is hardly more 
effective than dusting with flowers of sulphur, and even after 
three applications a substantial proportion of the parasites 
remain alive. This method is troublesome to use, and the 
results are so unsatisfactory that we can see no reason for con- 
tinuing with it. Moreover, it lends itself to zealous over- 
treatment. 

Sulphur Lather Tablets—Sulphur lather preparations have 

been used with apparent success in America (Nolan, 1938), 
and samples of a similar preparation (“sulfomil”) were 
received through the kindness of Messrs. Glaxo Laboratories 
Ltd. In preliminary tests these appeared to give favourable 
results, for patients stated that the itching was greatly relieved 
and no sign of any dermatitis was produced. When, 
however, the effect of this preparation on the parasites was 
assessed with greater accuracy it was not found to be more 
effective in killing the Sarcoptes than the other medicaments 
which deposited sulphur powder on the skin. Even after three 
daily applications a substantial proportion (about 50%) of the 
parasites were still alive. 
Sulphur taken Internally—One of us has already reported 
(Mellanby, 1941) that sulphur taken internally appears to have 
no effect on Sarcoptes in the skin. Even if sulphur is taken 
in as large a dose as can be consumed without causing severe 
physical discomfort (10 g. daily for 10 days) the parasites 
appear to be entirely unharmed at the end of the period, and 
fresh mites can be induced to burrow normally. 


Derris Root Preparations 


Derris Root Lotion.—Rotenone, which is one of the active 
insecticidal products from derris root and some other plants, 
is known to be very effective’in killing many species of insects. 
We are informed by the Cooper Technical Bureau that tests 
of rotenone-containing preparations against scabies in animals 
have given unsatisfactory results, although these products are 
highly effective against insect parasites on the same animal. 
Further, derris is notorious for causing dermatitis in man, and 
unless it has substantial advantages in the treatment of scabies 
its use is not one which recommends itself. The derris root 
lotion is essentially a suspension of derris root in water (4 oz. 
of derris root, 1 gallon of water, a small quantity of soap 
flakes). The results show that it is fairly toxic to Sarcoptes, 
but even after three days 21°, of the mites survived and about 
0% of the patients still harboured living Sarcoptes. This 
result is much inferiog to that obtained by one application 
of sulphur ointment. Incidentally, we obtained derris root of 
known rotenone content through the Cooper Technical Bureau ; 
samples bought in the ordinary way show considerable 
variations in strength. 

Rotenone Emulsion—A 2° emulsion of rotenone called 
“sarevan ” advocated for the treatment of scabies was obtained 
through the kindness of Messrs. Evans Sons Lescher and 
Webb Ltd. It is interesting to compare the proportion of 
totenore in this product with that found in other medicaments. 
The usual strength used in animal dips in veterinary practice 
in 16,000 ; the derris root lotion mentioned above contains 
approximately 1 part in 1,000; sarevan contains 1-part in 50! 
Notwithstanding this relatively enormous concentration we have 
not found sarevan outstandingly successful. A number of 
patients were treated with 4 applications, as recommended by 
the manufacturers, and a satisfactory cure was obtained, but 
some of them developed an intractable scrotal dermatitis. One 
application of sarevan still left about a quarter of the mites 
alive, so this method also was found to be much less effective 
than sulphur ointment. 


Benzyl! Benzoate 

Benzyl benzoate is by no means a new treatment for scabies. 
ltis the main active ingredient in balsam of Peru, which has 
been used for a very long time. Benzyl benzoate itself, in 
the form of “ pernol.” was advocated by Sachs and Juliusberg 
& jong ago as 1900. This medicament was, however, first 
popularized by Kissmeyer, who in 1937 reported very favour- 
able results from its use. Our conclusions support Kissmeyer’s 


results, but we find that in unskilled hands, with insufficient 
Supervision, benzyl benzoate lotion may be applied in such 


a way that some burrows are missed and relapses are apt 
to occur. 

Benzyl benzoate lotion (25% benzyl benzoate, 35% soft soap, 
40°% spirit), the usual form in which this compound is applied, 
was found to be 190% effective. and equally satisfactory cures 
were obtained whether or not the patient was scrubbed. As 
there is some difficulty in obtaining soft soap and spirit, other 
benzyl benzoate preparations have been tried. A simple solu- 
tion in methylated or industrial spirit was very effective, even 
as low a concentration as 10% benzyl benzoate killing 99% 
of the parasites. A solution containing only 5% proved less 
satisfactory, though more efficient than any other anti-scabies 
treatment except sulphur ointment. A solution in spirit is more 
difficult to use than the benzyl benzoate lotion as it is not 
easy to distinguish which parts of the body have been covered. 

Results of benzyl benzoate emulsions in water have also 
been tried. Several different emulsifying agents, including 
lanette wax S.X., cellofas, and stearic acid with triethanol- 
amine, have been found equally effective. An emulsion con- 
taining 10% of benzyl benzoate appears to be on the weak 
side, giving results closely resembling those obtained with a 
5% solution in spiysit. It should be noted that the emulsion 
goes considerably further than the spirit solution, only 2 fl. oz. 
being required to cover the body, as against 34 oz. of spirit 
solution. This means that approximately the same amount of 
benzyl benzoate is applied to the body with a 10% emulsion 
as with a 5% solution. A 20% emulsion appears to be 
completely satisfactory. 

The National War Formulary gives a benzyl benzoate emul- 
sion containing 25% of benzyl benzoate and 2% lanette wax 
S.X. The formula in the Appendix to this paper seems to us 
as efficient, and if many cases have #0 be treated it will effect 
important economies. 


Other Sarcopticides 


Dimethyl-diphenylene Disulphide (Dimethylthianthrene).— 
This substance, which was formerly marketed by Messrs. Bayer 
under the name of “ mitigal,”” was obtained through the kind- 
ness of Imperial Chemical Industries Ltd. It is normally used 
undiluted on the body; it does not seem to produce any 
dermatitis or discomfort, and kills 100°, Sarcoptes after one 
application. Unfortunately the substance is expensive in 
normal times, and at present is practically unobtainable. 
Preliminary experiments suggest that even when diluted down 
to 5% in medicinal paraffin it is still efficient. Work on 
dimethyl-diphenylene disulphide emulsions in water is now in 
progress. 

Lethane.—Organic thiocyanates, such as lethane, are very 
effective against lice, and it has been suggested that they will 
also kill Sarcoptes. A 2°, solution of lethane in medicinal 
paraffin appears to kill only about two-thirds of the mites 
after one application. Stronger solutions (i.e., 10%) cause the 
patient very considerable discomfort, and still are less efficient 
than benzyl benzoate or sulphur ointment. 

Pyrethrum.—Various pyrethrin-containing substances have 
been tested. A commercial preparation containing pyrethrum 
extract in a petroleum jelly (“ A.200”) was obtained through 
the kindness of Messrs. Mitchell Cotts and Co. Later, sub- 
stances of accurately determined pyrethrin content were 
prepared by Dr. J.T. Martin of the Department of Insecticides, 
Rothamsted Experimental Station, Harpenden. These tests do 
not suggest that pyrethrum extracts are particularly valuable 
against human scabies. 

Betanaphthol—Only two cases were treated with 10% 
betanaphthol ointment. Twenty-four hours after treatment 27 
mites were removed ; of these, 5 (18.5%) were alive. As only 
2 live mites were removed from the 225 cases treated with 20% 
benzyl benzoate emulsion, it is clear that betanaphthol is a 
much less satisfactory medicament. 


Discussion 


The experiments described above indicate that of the treat- 
ments of scabies in common use two only, sulphur ointment 
and benzyl benzoate, are satisfactory. It is interesting to com- 
pare the in vitro reactions of Sarcoptes to these preparations. 
It is well known that the mite will survive for several: days 
when stuck in sulphur ointment on a glass slide; we have 
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confirmed this observation. Sulphur ointment appears to be 
effective only when some active products due to the interaction 
of the sulphur and the human body are liberated. Benzyl 
benzoate, on the other hand, is rapidly lethal to the mites, 
which are killed within five minutes of contact away from the 
body. / 

It should be noted that it is almost impossible for a patient 
to apply either liquid preparations or creams satisfactorily to 
himself ; therefore, if it is not possible to get another person 
(preferably trained for the purpose) to apply these remedies, 
it is better to use sulphur ointment treatment. 


APPENDIX : DIRECTIONS FOR PREPARATION OF 
BENZYL BENZOATE EMULSIONS 
The foilowing three emulsions containing 20% of benzyl 
benzoate have been found satisfactory. If a 25% emulsion is 
preferred this can be made by increasing the benzyl benzoate 
and decreasing the water in the appropriate quantities. 


Benzyl benzoate .. 200 mils 
Lanette wax S.X. 10 g. 
Water 800 mils 


Melt the Janette wax on a water-bath, add the benzyl 
benzoate, and heat the mixture to a temperature of between 
60° and 70° C. Pour the mixture into the water, previously 
heated to the same temperature, and stir until cold. 


Benzyl benzoate 200 mils 
Stearic acid 20 g. 

Triethanolamine 5 mils 
Water to produce 1,000 mils 


Melt the stearic acid with the benzyl benzoate on a water- 
bath. Mix the triethanolamine with half the quantity 
required of warm watgr, and pour into the stearic acid- 
benzyl benzoate mixture cooled to about 30°C. Shake 
to form an emulsion. Add enough water to produce the 
required volume. 


Benzyl benzoate 
1% solution of cellofas 


200 mils 
800 mils 


Put through a 


W.F.Z. 
Shake together to form an emulsion. 
cream-making machine or homogenizer. 
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NARCO-ANALYSIS IN THE TREATMENT 
OF WAR NEUROSES 


BY 


J. F. WILDE, M.D., D.P.M. 
Major, R.A.M.C.; Psychiatric Specialist 


Many and diverse are the methods that have been used in 
exploring the meanderings of the neurotic mind. In the 
early days of psycho-analysis Freud (Breuer and Freud, 
1893) employed hypnosis in overcoming the resistance of 
his patients, and, later on, in his dream analysis utilized 
the recurrent narcosis of natural sleep. However, the 
methods of psycho-analysis and all its derivatives are intri- 
cate and require considerable skill, time, and special train- 
ing. In war the problem of having to deal with greater 
numbers of neurotics in the Services compels the profession 
to improvise less intricate and more rapid techniques. 
During the war of 1914-18 Hadfield’s (1920) technique of 
hypno-analysis was most effective. Since 1929, research 
in the use of drugs as an aid to gaining insight into and 
rapport with patients suffering from mental and nervous 
illness has been in progress. 


The drugs which are most useful for this purpose are the 
barbiturates. Bleckwenn (Lorenz, 1930) of Wisconsin, in 1929, 
was the first to use sodium amytal in an endeavour to gain 


toms. 


— 


closer rapport with his psychotic and psychoneurotic patients, 
Nembutal appeared in 1930, evipan in 1932, and pentothal in 
1934, and these drugs have since been freely used. Other drugs 
that have been experimented with include cocaine, hashish, 
and mescaline (Lindemann and Malamud, 1934), alcohol, and 
medinal and paraldehyde (Hauptmann, 1934). Workers in 
this field also include Stungo (1938) and Campbell (1938), who 
employed evipan, Mallinson (1940), who has published an 
account of its use in the Royal Navy, and Dicks and Stungo 
(1940) and Sargant and Slater (1940), who have reported their 
experiences in the E.M.S. 

The term “ narco-analysis ” was first devised by J. S. Horsley 
(1936) for the technique which utilizes a narcosis artificially 
induced by a barbiturate for the express purpose of facilitating 
the analysis of a patient’s mental content. The barbiturates 
employed are those which have proved so useful as intravenous 
anaesthetics. When used as narcotics the dose is of course 
much smaller. In this respect it is of interest to note that 
hypnosis, which is the essential preliminary to hypno-analysis, 
was first employed in orthodox medicine as an anaesthetic by 
Elliotson, Esdaile, and Braid (Bramwell, 1913) for surgical 
operations before the discovery of chloroform or ether. 


The Present Investigation 


Fifty soldiers suffering from neuroses were treated by this 
method. The drug used was pentothal sodium—sodium ethyl 
(1-methyl butyl) thio-barbituric acid. It is similar in action 
to sodium amytal and nembutal, but safer in that it is less 
toxic and more readily eliminated. It is a respiratory depressan' 
and lowers blood pressure temporarily, and is detoxicated by 
the liver, but has no effect upon the kidneys, so the only physical 
contraindications to its use are respiratory disease, low blood 
pressure, and liver embarrassment. These were rarely met with 
in healthy young neurotic soldiers. It should not be used in 
varicose veins if this can be avoided, because of the prob- 
ability of delayed phlebitis. 

Indications for Narco-analysis——When a neurotic is admitted 
to hospital it is first of all essential to take a complete psychiatric 
history. Next a physical examination is conducted and any 
necessary physical treatment given. Although this has usually 
been done before the soldier reaches a psychological unit, it js 
surprising how physical signs are sometimes missed by physi- 
cians and surgeons of repute, doubtless because during their 
examinations the display of some gross functional symptom: 
by the patient has biased their judgment against a physical 
diagnosis. Next follow several psychological interviews in 
which one endeavours to explore the motives behind the symp- 
It is important to be in possession of all the facts of 
which the patient is consciously aware. If an impasse is reached 
in which the patient, though trying his best, cannot honestly 
remember the painful matters that have been repressed, and if 
this repression remains impervious to all psychotherapeutit 
efforts quickly applied, then one resorts to narco-analysis. It is 
explained to the patient simply that he will be given an injec 
tion to help him to get better. It will make him sleepy, bul 
will have no untoward after-effects. Soldiers are at liberty to 
refuse injection, so it is necessary to win their approval by 
persuasion. At times all sorts of wild rumours have beet 
current in the wards to the effect that (a) the injection wil 
_weaken the patient’s will power, (b) under it they will be forced 
to say everything they wish to keep secret, and (c) every word 
uttered will be taken down by a stenographer and afterwards 
used in evidence against them. At times such rumours have 
prevented me from having a case to treat in this way for 
months on end, and then a few successful cases make the 
technique popular again. 

I have found intravenous sodium pentothal of assistance if 
(1) hysteria in its various manifestations ; (2) anxiety states; 
(3) the after-effects of head and spine injuries ; (4) borderline 
psychoses, mental deficiency, and epilepsy when the diagnosis 
was in doubt ; and (5) simulation and malingering. 

Administration of the Dritg—The time chosen for injection 
is about 2 hours after a meal. The patient is made comfortable 
on a couch or bed in a quiet room and is reassured. The collat 


and belt are loosened and the median basilic vein is prepared 
for venepuncture. An ampoule containing 0.5 g. (7.5 gr.) of 
sodium pentothal is opened and dissolved in the barrel of 4 
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TABLE I.—Patients in whom the Hysterical Reaction was Predominant 
Symptoms Effect of Pentothal Result 
Amnesia, dyspepsia, vomiting No euphoria. Dramatic abreaction of war experience, Revelation of Duty 
unrequited love affair prior to service “ 
Vague pains left shoulder, hip, and leg No euphoria. Very depressed reaction, though talkative P Invalided 
Deafness and aphonia Marked euphoria. Relief of deafness and aphonia, revelation of detailed history Duty 
Anxious about eyesight No euphoria. Depressed and lacrimose. Revealed that the symptom complained ” 
of was not real trouble ; 
Amnesia Not euphoric, but loquacious. Memory recovered. Motive underlying fugue % 
; revealed to be domestic worries 
Pain in back and insomnia No euphoria. Maniacal reaction to physical injury received nine years ago | - 
Sequelae of head injury No euphoria. Unemotional account of war experiences. No head injury + 
actually occurred. Later wept bitterly 
Pain in back —— and talkative. Revealed domestic situation in civil life as root of his Invalided 
trouble 
Amnesia following head injury — spoke freely, but in French. Revealed that no actuat head injury Duty 
occurre 
Vague rheumatic pains No euphoria. Vivid revelation of war experiences ” 
Depression with suicidal impulses No euphoria. Unemotional revelation of domestic situation. When fully Invalided 
e . conscious, convulsive sobbing 
Head-wagging tic Not euphoric; serious. Revelation of fear of which he was unaware before Duty 
Head injury, amnesia, war dreams Euphoric. Memory restored. Sequelae relieved Py 
Constant headaches Not euphoric; lacrimose. Personal problems revealed oO 
Recurrent fugues Not euphoric. Resistance not overcome Invalided 
Amnesia Not euphoric, but uninhibited. A temperamentally unstable subject simulating Duty 
amnesia 
Anxious about eyesight. Depressed and Not euphoric, but emotional. Family troubles revealed. Eyesight not ss 
apathetic improved, but depression relieved 
Amnesia ; Not euphoric, but emotional. Memory restored ¥ 
Head injury. Persistent headaches, amnesia Not euphoric. Memory restored. Symptoms relieved o 
Violent nightmares Not euphoric. Traumatic episode revealed 
Hysterical tic Euphoric. Domestic situation associated with tic brought to light _ %” 
Hysterical fugue Mere suggestion that injection could restore his memory caused him to reveal ss 
that injury was consciously self-inflicted 
Anaesthetic corneae No euphoria. Psychotic, but sensation of corneae restored Invalided 
TABLE II.—Cases in which Anxiety Predominated 
Symptoms Effect of Pentothal Result 
Insomnia, anorexia, trembling Euphoric, aggressive, communicative. Revealed important personal and family Duty 
secrets 
Multiple healed wounds and stammer Euphoric and loquacious. Speech clear. Revealed important nuclear incident — 
Morose and reticent Not euphoric; emotional and agitated. No newrevelations _ Invalided 
Trembling and emotional Not euphoric. Revealed a strong maternal attachment from childhood - 
Palpitations. Pain in back Not euphoric. Communicative about Quetta earthquake and instability at home % 
Confused, irritable, unable to concentrate Not euphoric, but agitated and expressed great feeling of guilt for shooting up Duty 
enemy 
General pains. Poor memory and lack of con- Not euphoric. Amnesia recovered Invalided 
centration 
Insomnia, anorexia, amnesia Not euphoric. Memory recovered. Revealed a fear of showing fear Duty 
Insomnia, war dreams, anorexia Not euphoric. Recorded all experiences for the first time * 
Fears loss of vision. Amnesia Not euphoric. Revealed that real trouble was domestic worry ” 
Frequency of micturition Not euphoric. Disclosed factors underlying origin of symptom 10 years ago and fa 
Nightmares and nervousness Not euphoric. Disclosed unsuspected emotional reaction to earlier incident and Invalided 
a fear of showing fear : 
Faints and palpitations Not euphoric. Conditions causing his anxiety shown to be unconnected with war Duty 
trauma 
Headaches and insomnia Not euphoric. Emotional and abusive, but freely informative about his war i 
Diarrhoea, blood in stools. Flatulence Not euphoric. Related with marked emotion important personal experiences 6 
prior to his war trauma 
Enuresis Not euphoric. Personal experiences prior to war revealed as chief worries 3 
TaBLe III.—Cases in which there was a History of Head Injury 
; Symptoms Effect of Pentothal Result 
Chronic headaches, nervousness, irritability Not 1 Unemotional account of war experience. No head injury actually Duty 
occurre 
Amnesia Euphoric; spoke freely in French. Revealed that no actual head injury occurred ¥e 
Amnesia, war dreams Euphoric. Memory restored. Sequelae relieved 
Depression, dizziness, trembling Not euphoric; displayed fear and ——. Seemed to be relieved of his fear of pain ao 
—— lassitude, tremors, palpitations, Not euphoric. Memory restored. Revealed fear of showing fear * 
epression 
Headaches, amnesia ’ Not euphoric. Memory restored. Symptoms relieved wr ” 
Headaches, dizziness, general lassitude, amnesia Not euphoric. Memory for events immediately following head injury recovered a 
and later corroborated. Symptoms relieved 
TABLE IV.—lIllnesses Predominantly Physical 
: Symptoms Effect of Pentothal Result 
Complete bilateral deafness Deafness quite unaltered by pentothal “53 4 ; Invalided 
Deafness = not relieved under pentothal. E.N.T. specialist decided it was nerve es 
eafness 
Hysterical reaction to spinal injury Memory recovered under pentothal. Further treatment refused because of its x 
46 Excessive reaction to physical injury Was able to re-experience the emotions associated with original injury Duty 
TaBLE V.—Miscellaneous Group 
Case No. Symptoms Effect of Pentothal Result 
6 Amblyopia right eye, blepharospasm left Euphoric. Blepharospasm relieved. Diagnosis of mental deficiency established Invalided 
:7 Severe stammer Not euphoric. History obtained only by means of pentothal 5 Transferred 
17 Epilepsy ? Evidence of maternal attachments revealed. Suspected that he was making the Duty 
most of his symptoms to obtain discharge from the Army ae : 
21 Deafness (functional) Not euphoric, but revealed a history of depression with family history of suicide Invalided 
on both sides ; 
37 No symptoms Not euphoric. Story of war injury revealed to be false. Psychopauuiic personality " 
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10-c.cm. syringe in chemically pure water that has been specially 
supplied in a sealed ampoule. This makes a 5° solution. The 
injection is then administered very slowly, giving only 1 c.cm. 
per minute (checked by the second hand of a watch). The 
patient is asked to count from the very first, and when he 
reaches 100 and is getting drowsy he is asked to count back. 
Very few patients have required the full 10 c.cm. This is in 
marked contrast with the amount required for anaesthesia, in 
which the dosage ranges from 0.1 to 3.4 g. for operations varying 
in duration from 5 minutes to 4 hours or more. In no case 
have I used more than 0.5 g. In the earlier cases of this 
series my aim was to produce a very short period of un- 
consciousness. However. | soon found it preferable to give 
a much smaller dose, so that the patient did not get so far as 
unconsciousness, but was drowsy and had not quite reached the 
stage of incoherence. Anything from 0.25 to 0.4 g. was sufficient 
for my purpose, depending on the individual response of the 
patient. 


Complications.—Central respiratory paralysis with subsequent 
circulatory failure, if threatened, should be dealt with by arti- 
ficial respiration, oxygen and CO, inhalation, and the admin- 
istration of coramine or picrotoxin. 


Results 


The mortality and morbidity in my series of 50 cases was nil. 
Tovell records 6 fatalities out of 4,000 anaesthetic , cases. 
Cameron had one fatal case in 225—that of a very fat diabetic 
negress who required amputation of a toe for gangrene. Our 
group, which was unselected, included every soldier that came 
under my care over a period of 13 months whose investigation 
was held up by resistance and who, at the same time, was fit 
physically to receive pentothal and could be persuaded to sub- 
mit to the treatment. 


Of these patients 35 showed predisposition to neurosis prior 
to service; 31 had suffered actual war trauma. Of the 50 
patients treated in this way 33 were rendered fit for duty and 
17 were invalided. About half those invalided were fit to 
return to good posts in civil life. In fact. in some the pro- 
nounced secondary advantage of having a good position in civil 
life to which to return was a factor mitigating against successful 
removal of the neurotic symptom. 


Illustrative Case 


Case 26.—A soldier, aged 33, who had been in the service 
for 18 months, was admitted to hospital complaining of fre- 
quent nightmares associated with war dreams and _ general! 
nervousness. Four months previously he had been exposed 
to bomb blast and had been rendered “ unconscious” for 36 
hours. Amnesia for those 36 hours was complete. He had 
had a normal school and work record, was the second son in 
a family of 6 boys and girls, was happily married. and happy 
in his unit. No family history of mental or nervous illness 
was elicited. On clinical examination there were no physical 
signs of disease apart from coarse tremor of the limbs and 
somewhat exaggerated reflexes. He was considered to be a 
case of hysterical amnesia and suitable for narco-analysis. It 
was thought essential first to relieve his amnesia. He reacted 
extremely well to a small injection of pentothal (5 c.cm.), and 
became euphoric and excessively loquacious. Amongst other 
things he related how be had been on the verge of “a sensual 
indiscretion,” about which he felt extremely guilty, immediately 
before the air raids in which he was injured. He recalled the 
bombing and recounted how he was thrown down violently 
and covered with mud, how his friends came and had him 
admitted to hospital, and all the details of the way the nurses 
and doctors dealt with him on admission. All this was con- 
firmed later. He made an immediate improvement; he was 
able to recall all these experiences when he came round from 
the influence of the drug, and seemed to fear them no longer. 
For the remainder of his stay in hospital he was symptom-free 
and a good advertisement for other similar patients, persuading 
them to submit to the same therapy. He returned to duty. 


The cases are presented in tabular form. Table I deals with 
the patients in whom the hysterical reaction predominated. 
Table I] summarizes the cases in which anxiety states pre- 
dominated. Table III deals with 7 cases with a history of head 
injury. Table IV deals with 4 patients whose illness was pre- 
dominantly physical. Table V contains details of a miscel- 
laneous group. The number in the first column refers to the 
chronological order in which they were treated. In many of 
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the cases accurate diagnosis has been difficult, because it was 
found that for the most part they did not fit clinically the 
classical descriptions—e.g., patients predominantly hysterical 
in their reactions showed anxiety symptoms, and obvious anxiety 
neurotics at times displayed hysterical features. Again, apparent 
neurotics under narco-analysis revealed themselves as psychotics, 
and certain sufferers from physical injury displayed super- 
imposed neurotic features. 


Discussion 


The advantages of this simple physical approach to the 
intricacies of psychological mechanisms are that it is safe, rapid, 
and sure: the mortality, inside the wide limits imposed by 
contraindications and using the small doses of pentothal advo- 
cated, is nil. It is a much more rapid approach to the factors 
hidden behind neurotic symptoms than any other form of 
psychotherapy except hypno-analysis, and the necessity for the 
services of a skilled hypnotist is eliminated. It is a sure method 
of getting a patient into a narcotic state without unpleasant 
after-effects, and the required degree of narcosis can be achieved 
to a nicety with very little practice by giving the injection 
extremely slowly, as described, and conversing with the patient 
all the while. 

One disadvantage is that it is technically an operation: in 
the Army a soldier can refuse any injection or operation, and 
very often exercises this privilege. Rumours about the mysteries 
and dangers of narco-analysis are reminiscent of former out- 
cries against the use of hypnotism and anaesthetics. Another 
disadvantage of making a physical approach to a_ neurotic 
patient is that he may revert to the belief that some physical 
defect is still responsible for the illness and persist in avoiding 
the psychological issue in spite of all physical examinations 
having proved negative. 

Narco-analysis with intravenous barbiturates is not a method 
which at present is universally successful in overcoming resis- 
tance. There has been a good deal of irresponsible Press pub- 
licity, principally in the United States, about the use of intra- 
venous barbiturates as “truth serum,” but I have been able 
to trace only one scientific article on the subject in the medical 
literature. In this Lorenz (1932) refers to the undue Press 
publicity, and states that the medical profession, in its contact 
with the public, should seek to correct the misinformation that 
prevails. In the 3 cases he quotes the patients who were sus- 
pected of murder were, under the influence of sodium amytal, 
able to establish their innocence. . 

Dr. Emanuel Miller in a private communication has informed 
me that he was called upon to give evidence before a court 
martial in defence of a soldier whom he had treated for a 
hysterical fugue. He had used evipan narcosis in his treatment, 
and the material obtained from the accused by this means was 
accepted as evidence by the court. It is debatable whether 
material so obtained should ever be accepted as evidence against 
any accused person. Though memory was restored under pento- 
thal narcosis in a number of my patients suffering from amnesia, 
and the material thus recovered was corroborated independently 
afterwards, I am not prepared to say that the truth is always 
revealed. The patients with whom I had success were co 
operative so far as they could be, and had something to gain 
by being communicative when assisted by injection. No doubt, 
in time, this technique may be perfected so that one can be 
sure whether the truth is being revealed or not, and this will 
be a great medico-legal advance, but from the psychotherapeutic 
standpoint it is not so important to be sure that the repressed 
material is absolutely true. The hidden fears of the neurotic 
may be sheer fantasy and the wildest confabulations of 
imagination. They are none the less terrifying, perhaps more 
so than real dangers. Yet these fantasies are the phenomena 
with which we as therapists have to deal in helping our patients 
to adjust themselves to themselves and to their hidden fears. 

The phenomena observed in the 7 cases with a history of 
head injury give rise to interesting speculation. Two of these, 
under investigation, revealed that no head injury had ever 
occurred ; but, even in those in which there was no doubt about 
physical injury, restoration of memory and abreaction was fol- 
lowed by relief of the sequelae. It may be that in these cases 
there was no real brain injury and that they were similar t 
cases of other bodily injury followed ‘by hysterically exagger 
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ated symptoms. — It is a type of injury which would repay 
further exploration by this method. All these men were 
returned to duty. 


It will have been noted that a great number of these so-called 
war neurcses when subjected to narco-analysis revealed hitherto 
unsuspected data. In many of them the hidden worries brought 
to light had nothing whatever to do with the war, the trauma 
experienced in fighting being only the precipitating factor in 
predisposed subjects. Patients are often more ready to talk 
of their war experiences than they are to confide their personal 
and domestic worries. But it is usually the revelation of the 
things they least want to talk about that brings relief of neurotic 
symptoms. The clinical study of these soldiers suffering from 
neuroses has exemplified that the factors underlying both war 
and civilian neuroses are similar. But the war has precipitated 
these neuroses, and we are faced with the problem of having 
to deal with great numbers of psychoneuroses in the Army, in 
which saving of time in treatment is very important. 

All sufferers from neuroses find it difficult to confide entirely 
in their doctors. For those in civil life who can choose their 
own doctor this difficulty may be somewhat diminished, but 
for the hospital out-patient and the soldier faced with a medical 
officer in uniform there is virtually no choice, and thus treat- 
ment in the ordinary way tends to be either prolonged or 
ineffectual. The progress made in the Services towards per- 
fecting the technique of narco-analysis during the war will be 
invaluable when tackling the problem of civilian neuroses in 
the period of post-war reconstruction. 
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POSTURING IN BRONCHOGRAPHY 


BY 


F. DUDLEY HART, M.D., M.R.C.P. 
Medical Officer, E.M.S.; Medical Registrar, Westminster 
Hospital 


In a study of the literature on bronchography one is struck 
by two things : first that methods of introduction of lipiodol 
into the bronchial tract are discussed at great length though 
little detail is given of posturing the patient to fill different 
areas of the lung ; secondly, that the radiographs illustrated 
often show large areas unfilled. If one is demonstrating a 
basal bronchiectasis it is essential to exclude the same dis- 
ease elsewhere if operation is contemplated. The right, 
middle, or left lingular lobe is also frequently unfilled, and, 
though all zones appear on rapid inspection of an A.-P. 
film to be filled, closer inspection will show that the middle- 
lobe bronchi are empty of oil, a fact brought out readily 
ina lateral view. As bronchography is primarily an investi- 
gation to locate lesions and to define their extent exactly, 
it is as important to know what areas are normal as to 


know what areas are abnormal. To outline the bronchial | 


tree completely on one side of the chest is therefore 
essential, and to do this with certainty proper posturing 
Is required as described by Erwin (1936). 


Technique 


_ It was found best to adopt a standard technique and vary 
It hardly at all. Assistant and radiographer should be well 
acquainted with the different stages so that the investigation 
can be performed without any waiting periods. The patient 


should be prepared by posturing and/or premedication if 
necessary, and should have been tested for iodine and cocaine 
sensitivity. 

The Two-stage Method 

By this method only one side of the chest is outlined at one 
sitting. The patient lies on the x-ray couch, with head and 
shoulders raised approximately 30 degrees on several pillows, 
the chin elevated, and the head thrown back. A bleb of 2% 
procaine is produced in the skin over the crico-thyroid mem- 
brane: only a few minims (6 to 12) of local anaesthetic are 
required, as more tends to cause haematoma formation. If 
cocaine is necessary some 5 minims of 5% cocaine hydro- 
chloride is injected rapidly into the trachea, the needle being 
rapidly withdrawn. The patient sits up, coughs several times, 
then returns to exactly the same position as before. He is 
cautioned not to swallow or cough from this time until the 
radiographs have been seen and approved. The iodized oil— 
lipiodol (Lafay) or neohydriol (May and Baker)—is then in- 
jected through the anaesthetized area after heating it to just 
above blood heat in a water bath, the patient being rotated so 
that the opposite shoulder is raised several inches. This pre- 
vents*the oil from running into the opposite main bronchus. 
After some 8 to 10 c.cm. has been injected the patient places 
his two hands on the investigator’s shoulders, lifts himself to 
a sitting position, still leaning over to the affected side, and 
leans forwards and sideways so that his body is almost parallel 
with the floor. The investigator is now kneeling by the side 
of the couch, the patient’s hands on his shoulders, the patient’s 
face looking down into his. In this position 6 to 8 c.cm. of 
oil is run into the middle lobe. After 1 to 2 minutes the rest 
of the oil (6 to 8 c.cm.) is injected. The needle withdrawn, 
the patient quickly lies on the affected side, and the foot of 
the table is rapidly elevated. As his head sinks below his 
heels he moves half over on to his face, still lying on the 
affected side. 

In this way the lung has been filled in all its zones, the 
bronchi of the “four fundamental lobes °—dorsal, middle, 
upper, and lower—being outlined on the affected side. If 
successfully done no oil has spilled over on to the opposite 
side and none has regurgitated into the mouth (though this 
cannot be prevented in all cases). Radiographs, A.-P. and 
lateral, are now taken. If the upper zone is mainly under 
suspicion the patient is kept in this position, with the head 
low, and radiographed. If the middle lobes are suspected 
particularly, the foot of the table is depressed so that the 
feet are a little lower than the head. A lateral picture is taken 
in this position, the patient lying on the affected side, and a 
P.-A. film with the patient on his face. If it is required to 
outline the basal bronchi particularly, lateral and A.-P. pictures 
are taken with the patient erect. In all cases he is kept in the 
same position until the films have been seen and passed, 
further views being taken as found necessary. Screening is 
then performed with the patient in the erect position. The 
opposite side of the chest is filled in the same manner some 
7 to 10 days later. 


One-stage Methods 
If it is required to outline both sides at one session one of 
the following methods may be adopted. 


1. Technique as above, using rather less oil; so that instead 
of a total of 20 to 25 c.cm. only some 14 c.cm. is introduced 
into the side under suspicion. Films are taken in the required 
position as described above. The remaining 8 to 12 c.cm. of 
oil is then introduced into the opposite lung with identical 
posturing, A.-P. and oblique views being taken. The dis- 
advantage here lies in the reintroduction of the needle into the 


neck. 

2. Technique as above, one side being completely filled and 
films taken A.-P. and lateral in the required position. If the 
patient has had the left side filled he turns on to the right, and 
the head of the couch is lowered for one or two minutes. The 
oil now runs from the left base into the right upper lobe 
bronchus. The couch is returned to its first horizontal position 
and the patient leans over the right side of the couch, with his 
body almost parallel with the floor, to fill the middle-lobe 


bronchus as described previously. In so doing some oil runs ° 


also into the lower-lobe bronchus. He then sits upright again, 
leaning slightly over to the right side, and more oil runs down 
into the basal bronchi. Screening is now performed, erect or 
prone, and if sufficient oil has not passed over into the second 


= 


; 
— 
VAL 
Pi 
> the 
rapid, 
d by 
advo- 
j 
| 


8 Jury 4, 1942 


POSTURING IN BRONCHOGRAPHY 


BriTISH 
MEDICAL JOURNAL 


side the posturing is repeated. It is necessary, however, to per- 
form the whole manceuvre with as little delay as possible, 
as the oil becomes rather more viscid as it cools. Alternatively, 
the oil may be rendered thinner by the addition of olive oil 
(4 to 6 c.cm. of olive oil to 20 c.cm. of neohydriol or lipiodol), 
it being introduced without any preliminary heating. This, 
however, does not always give satisfactory results, as the thinner 
oil runs in the smaller bronchi and is there retained. By this 
posturing the patient is spared reintroduction of the needle into 
the neck, and excellent pictures can be obtained (Figs. 1 and 2) 
~-A.-P. and lateral of the side first filled, A.-P. and oblique 
after filling of the second side. 

Subsequently, whatever method is used, the patient is told 
to expectorate as much as possible and not to swallow any 
sputum. If necessary he should posture to get rid of iodized 
oil from any cavities where it may have lodged. Oil seen on 
screening in an iodine-sensitive patient’s stomach should be 
removed by stomach wash-out or administration of emetics. 
A patient who has received cocaine should be warned not to 
eat or drink for three hours subsequently. 


Discussion 

The crico-thyroid route has been used merely because“I get 
the best results with it, and because cocainization can be cut 
down to a minimum in all patients and omitted in many. 
Sensitivity below the vocal cords to injections seems to vary 
greatly, and many patients can control their cough reflex with- 
out cocaine anaesthetization (Jewesbury, 1939). Be that as it 
may, transnasal, translingual, or other routes may be used if 
preferred. The importance is stressed not of the site of intro- 
duction of the oil but of the areas reached after introduction. 
A lateral view of the affected side is essential, and, if posturing 
be faulty, oil on the opposite side will render this view con- 
fused, one bronchial tree being superimposed on the other in 
the film. To fill the middle lobe properly is also essential, 


Fic. 1.—Radiograph showing outlines of the left side of chest. 


and lateral views are again necessary. The hard-pressed 
radiologist should be spared the pain of reporting yet again: 
Those few basal bronchi outlined are normal.” , 


Summary 


The importance of adequate posturing on bronchography is 


stressed, and a standard technique is described which allows 
delineation of all parts of the bronchial tree. Without such 


technique, imperfect filling of the bronchial tree will be the 
rule instead of the exception. 
My thanks are due to Drs. W. E. Lloyd and W. H. Coldwell for 


their kindness and help, and to the Sister and staff of the x-ray 
department, Westminster Hospital. 


Fic. 2.—Right side outlined by posturing the patient. The 
oil from the left side has been made to run over and outline 
the right. : 
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THE EFFECT OF BLEEDING ON THE 
BLOOD-SUGAR LEVEL IN 
BLOOD DONORS* 


BY 
B. J. LAWRENCE, M.B., Ch.B. 
AND 
G. PLAUT, M.D. 


The object of the present investigation was to determine 
whether the level of the blood sugar is related to the inci- 
dence of “ fainting” in blood donors. The clinical charac- 
teristics of such faints have been previously described by 
Brown and McCormack (1942). Certain factors respon- 
sible have been analysed by a statistical survey (Greenbury, 
1942). In the latter it was suggested that lack of food 
might be a predisposing cause. If a constant low blood- 
sugar level occurred in donors who fainted, as opposed to 
those who did not, it would favour such a hypothesis. 


Method 


In a series of 50 unselected donors blood-sugar estimations 
were made upon samples of capillary blood obtained from the 
ear immediately before and immediately after the withdrawal 
of between 400 and 450 c.cm. of blood by the Medical Research 
Council technique (Brown and McCormack, 1942). In a second 
series of 46 unselected donors blood-sugar estimations were 
made upon venous blood taken at the end of a routine bleeding 
from the antecubital vein. In these cases a pressure of between 


* A report to the Medical Research Council from the N.W. London 
Blood Supply Depot. 
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60 and 80 mm. Hg had been maintained by a sphygmomano- 
meter cuff on the arm for 3 to 5 minutes before the sample was 
obtained. During this period, in order to facilitate the blood 
flow, the donor had continuously clasped and unclasped a rolled 
bandage held in the palm of the hand. All samples were col- 


lected in small bottles containing dried oxalate (equivalent to. 


1 c.cm. of a mixture of 1.2% ammonium oxalate and 0.8% 
potassium oxalate). Owing to the nature of the transfusion 
service it was not possible to standardize conditions of tempera- 
ture, previous exercise, or the time of the last meal. The 
majority of donors had had a meal within 3 hours of vene- 


_ section. 


The method used for the estimation of glucose was Harding’s 
modification of the Schaffer-Hartmann method as described by 
King, Haslewood, and Delory (1937). 


Results 
In the series of 50 unselected donors examined before and 
after bleeding only 2 fainted. Their blood-sugar levels were 
85.8 mg. and 98.6 mg. per 100 c.cm. before and 85.8 and 100.92 
after bleeding. The findings in the other 48 donors are sum- 
marized in Table I. No change in blood-sugar level was found 


TABLE 1.—-Capillary Blood-sugar Values 


Wo: Blood-sugar Values in mg. per 100 c.cm. 
ime 

Donors Range Mean 
Before bleeding .. 48 60-32 to 100-40 94-91 ++ 6-12 
After bleeding 48 67°30 to 147-32 100-67 +. 6:56 


in 13 instances ; in 27 there was a slight increase after bleeding, 
the average figure being 16.34 mg., while in 10 there was a 
decrease of the same order. In the second series of 46 un- 
selected donors in whom the level of the blood sugar in venous 
blood obtained at the end of bleeding was determined, 16 
fainted either while being bled, so that the full amount could 
not be withdrawn, or immediately afterwards. The results are 
summarized in Table II. Again the figures recorded reveal no 


TaBLe IIl.—Venous Blood-sugar Values 


Blood-sugar Values in mg. per 100 c.cm. 
Donors 
Range Mean 
Group I (normals) 30 28-01 to 106-42 * 66:14-+-7°14 
Group 2 (faints) .. 16 50- 11 to 190-33 77-27 + 5:90 


significant difference in the blood-sugar level of donors who 
faint and those who do not. 

There was no apparent relation between the age of the donor 
and the blood-sugar level. One extremely low figure of 28.01 
mg. occurred in an old man of 73 who had had a good breakfast 
about 24 hours before bleeding and who felt perfectly well. 
No correlation could be established between the time that had 
elapsed since the last meal, the blood-sugar level, and the inci- 
dence of fainting. 


Discussion 


The figures for the blood-sugar level recorded in the present 
investigation suggest that a low blood sugar is not a factor 
associated with fainting in blood donors, and that withdrawal 
of 500 c.cm. of blood does not result in any Cefinite change in 
the blood-sugar level. The level in the first series, made upon 
capillary blood, was higher than that in the second series, made 
upon venous blood—a finding in agreement with that of other 
workers (Jonas, 1933; Himsworth, 1933; Shoji et al., 1938). 
Shoji and his co-workers found that the contraction of the 
forearm muscles decreased the sugar content of venous blood 
considerably in non-fasting subjects. Such contraction of 
muscles ogcurs in ail donors, as they are asked to clasp and 
unclasp their hands during the bleeding procedure in order to 
facilitate the blood flow. It is probably responsible for the 
rather wide difference observed. 


Summary 


The blood sugar was estimated in 96 donors, 18 of whom 
fainted. No significant difference was found in the level of the 


blood sugar after bleeding. This level was without effect upon 
the incidence of fainting. 
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CONDITION OF RETAILED RAW MILK IN 
AN URBAN AREA 


BY 


C. A. GREEN, M.D., Ph.D., D.P.H. 
Surgeon Commander, R.N.V.R. 


The incidence of tuberculosis of the bovine type in the 
human subject is regrettably high in this country. Bendixen 
et al. (1937) recorded aggregate figures which showed that 
the percentage frequency of this type in cervical gland 
infections at all ages was 46.2 and 52.3 in England and 
Scotland respectively. The corresponding figures in bone 
and joint infections were 22 and 29.8; in lung infections, 
0.9 and 5.5; in lupus, 48.6 and 53.8 ; in meningeal infec- 
tion, 25.7 and 29.8. Lesions due to the bovine type in 
the human subject result, in the majority of instances, from 
the ingestion of milk from infected cattle. It is difficult 
to obtain exact figures as to the incidence of infection in 
dairy cattle, but approximately 40% react to the tuber- 
culin test and about the same proportion of cattle are 
found infected on slaughter in abattoirs. That raw milk 
should suffer as a result is a natural consequence. Thus 
Brownlie (1933) found that 10% of churn samples of 
retail milk in urban areas in Scotland contained tubercle 
bacilli. 


Contamination of milk supplies by an organism such as the 
tubercle bacillus, whose virulence is capable of easy demon- 
stration both in the experimental animal and in the unfortunate 
human patient, rightly has greater claim to attention than the 
general cleanliness of the milk, by which term is meant freedom 
from ‘ bacterial contamination, irrespective of the type of 
organism present. Nevertheless, questions of both economic 
and public health importance depend upon this latter quality. 


The following data were recorded as the result of an investiga- 
tion into the raw milk supplies of an urban community in 
which it was estimated that 50% of retailed milk was of this 


type. 
Methods 


A sample of milk measuring 300 c.cm. was taken into a 
sterile container from the raw milk exposed for sale in the 
retailer's premises on, the morning of delivery and brought 
immediately to the laboratory for examination. Three tests for 
cleanliness were then applied. Two of these were the plate- 
count and presumptive B. coli tests, recommended in the Milk 
Special Designations Order, 1936, Scotland. The third test was 
the methylene-blue reductase test, introduced under the Milk 
Order, 1936, England and Wales, as a substitute for the plate- 
count test. In addition, many of the milks were examined for 
the presence of tubercle bacilli. The methods used are, in brief, 
as follows: 

1. Plate-count Test.—Decimal dilutions of milk in 
90 c.cm. of diluent were prepared. From the 1/100 and 
1/1000 dilutions three separate 1-c.cm. volumes were plated 
in Wilson’s (1935) yeastrel agar medium. After incubation at 
37°C. for 48 hours colonies were counted by means of a 
hand lens and tally counter. 

2. Presumptive B. coli Test—Three tubes of MacConkey’s 
fluid medium were each inoculated with 1 c.cm. from the 
1/1000 dilution of milk. The presence of acid and gas after 
48 hours’ incubation at 37° C. was noted. 


The standard upon which the quality of samples was judged 
by the above tests was that demanded of standard milk by the 
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Scottish Order, 1936—i.e., fewer than 200.000 viable bacteria 
per c.cm. and no B. coli in 0.01 c.cm. 


3. Methylene-blue Reductase Test.—The modified test 
described Wilson (1935) was adopted. To 10 c.cm. of milk 
in a standard sterile test-tube, 1 c.cm. of methylene-blue 
solution was added. The tube was fitted with a rubber bung, 
placed in a water bath at 37° C., and inverted at intervals 
of 30 minutes. 


The standard upon which the quality of the milk was judged 
was that demanded of “accredited milk” under the English 
Order, 1936—i.e., the milk must not decolorize methylene-blue 
within 44 hours if the sample is taken at any time from 
May 31 to Oct. 31; or within 5} hours if taken at any time 
from Nov. 1 to April 30. 


4. Examination for Tubercle Bacilli—100 c.cm. of each 
sample was centrifuged for 30 minutes at 3,000 r.p.m. The 
resulting deposit was then resuspended in 5 c.cm. of the 
supernatant fluid, and the entire bulk injected without 
further treatment into the inguinal region of a guinea-pig. 
Eight weeks later, if not already dead, the animal was killed. 
The macroscopic appearances of any tuberculous lesions 
present were confirmed by the examination of stained films. 
All animals were kept in separate cages, and in no instance 
were lesions of tuberculosis noted other than those resulting 
from the injection of the milk samples. 


Results 


Examination for Gross Bacterial Contamination.—The com- 
pleted examinations by all three tests for cleanliness are sum- 
marized in Table I. It will be seen that, irrespective of the test 


TaBLe I.—Examination of 116 Samples of Retailed Raw Milk 
by Various Tests for Cleanliness 


Result 
Test 
Passed Failed 
37° C. plate-count.... 61 (532) 55 (47%) 
Presumptive B. coli .. 55 (47%) 61 ($32) 
Methylene-blue reductase 61 (532%) 55 (47%) 


used, approximately half the specimens failed to reach the 
desired standard. The highest proportion of failures—namely 
53%—was obtained by means of the presumptive B. coli test, 
which was included as an indication of excretal contamination. 
Of the 116 specimens examined, 60 were taken during the 
winter months and 56 in the following summer period. The 
influence of climatic factors on the condition of the retailed 
milk is indicated in Table I]. Thus during the colder period the 


TABLE IIl.—Comparative Results of Tests for Cleanliness in 60 
Winter and 56 Summer Samples of Retailed Raw Milk 


} 


| Winter Summer 

Samples Samples 

1. Failing 37° C. plate-count test. 12 (20%) 43 (76%) 
2; +» presumptive B. coli test 17 (28%) 44 (78°) 
3. ,, methylene-blue reductase test 18 (30°%) 37 (66%) 


percentages of failures in the plate-count, presumptive B. coli, 
and reductase tests were 20, 28, and 30 respectively. In the 
summer period these figures rose to 76, 78, and 66. The quality 
of raw milk could not be correlated with the amount handled 
by individual retailers. 

Examination for Tubercle Bacilli—tin all, 93 of the speci- 
mens of raw milk were also examined for the presence of 
tubercle bacilli, and 19 (20%) were found positive. For interest. 
it may be noted that 5 of the positive specimens passed all 
three tests for general cleanliness, 11 failed all three tests, 
while the remaining 4 failed in one or more test. During the 
investigation 16 retail shops were visited. 


Commentary 


These results serve to indicate the continued unsatisfactory 
condition of raw milk supplies. The proportion of retailed 
milk of this class varies greatly in different centres, but in the 
larger towns and cities the tendency is towards a gradual reduc- 
tion. Nevertheless the untreated product is still widely used 
in rural areas and in smaller townships. As Griffith and Smith 


(1935) have shown, it is in such areas that the incidence of 
bovine tuberculosis is highest. Little comment is necessary in 
regard to the demonstration of tubercle bacilli in one of every 
five specimens in the series examined, save to mention a’ popular 
quasi-scientific criticism that pasteurization, resulting in the 
destruction of any tubercle bacilli present, may remove the 
stimulus to an acquired immunity. Apart from the absence 
of any satisfactory scientific demonstration of this possibility, 
one may quote Bendixen et al. (1937), who ask, in referring 
to the fact that in 1931 about 2,600 persons died from tuber- 
culosis of bovine origin in Great Britain, “ What other method 
of vaccination would be tolerated that exacted such a sacrifice?” 

The gross bacterial contamination found in so many of the 
specimens beyond the limits recognized for the lowest grade 
of milk under the Milk Orders, 1936, also requires serious con- 
sideration. The question at once arises, To what extent has 
legislation influenced methods of production and distribution? 
No doubt much has been accomplished by these means, but 
there is still room for vast improvement. In fact, it must be 
considered whether the situation can be met only by the imme- 
diate institution of compulsory pasteurization. For a reasoned 
summary of the possible effect of the adoption of this measure 
the report by Bendixen ef al. should be consulted. In this 
report the advantages of efficient pasteurization are adjudged 
to outweigh any possible disadvantages. A further criticism 
has been that pasteurization may result in the loss of certain 
growth-promoting properties of raw milk. Wilson, Minett, and 
Carling (1937) in a controlled experimental study found nothing 
to suggest that, for calves, the nutritive value of holder- 
pasteurized milk was in any way inferior to that of the raw 
product. 


Conclusions 


Of 116 specimens of retailed raw milk, the percentage failing 
the standard plate-count, presumptive B. coli, and methylene- 
blue reductase tests were 47, 53, and 47 respectively ; during the 
summer months the corresponding percentages rose to 76, 78, 
and 66, respectively. 

20° of these specimens contained virulent tubercle bacilli. 

Compulsory pasteurization of milk is considered an essential 
measure. 
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Medical Memoranda 


Obstructed Labour due to Conjoined Twins 


The following case report may be considered interesting enough 
to warrant publication. 


CasE HISTORY 


A primigravida aged 25 was admitted to hospital at 5.15 a.m. 
on Sept. 8, 1941, as an emergency case. The history was that ofa 
normal pregnancy, with an estimated duration of approximately 
38 to 39 weeks. Her general health was good. Onset of labour 
occurred at 2 p.m. on Sept. 6 with slight pains ; spontaneous 
rupture of the membranes took place at 6 p.m. on the 7th. Two 
vaginal examinations were made at the patient’s home by the 
midwife, the second one at time of rupture of the membranes. 
The doctor called in on account of delay in the second stage 
ordered the patient into hospital with a provisional diagnosis 
of persistent occipito-posterior position. 

On admission to hospital her general condition was good, and 
the blood pressure 128/84. She was a healthy-looking woman 
of rather robust build. The uterus corresponded in size to that 
of a normal full-term single pregnancy. Pains were strong and 
very frequent, and the caput was well visible during pains. The 
foetal heart was regular: rate 132 per minute. 


Progress after Admission and Manner of Delivery.—In view 


of the normal size of the uterus and also (apparently) of the 
head distending the perineum, the possibility of twins was not at 
first considered. Preparations were immediately made for con- 
ducting delivery, which seemed to be about to occur forthwith. 
One hour after admission, however, the woman was still un- 
delivered, in spite of the fact that the head appeared almost 
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“crowned ” during pains. The pains were now very strong, and 
came on in rapid succession. The foetal heart could be 
auscultated only with difficulty, but was evidently becoming 
slower. At this stage the perineum was infiftrated with local 
anaesthetic and an episiotomy was. performed. No further 
advance resulting from this, Wrigley’s short forceps were slipped 
on and the head delivered (in the occipito-anterior position). 
The head did not, however, come down fully, and the chin was 
freed with difficulty. The appearance was as if something 
were pulling the head back again into the vagina. There was 
no sign of respiration. By employing head traction and pressure 
on the fundus the arms were eventually and with great difficulty 
delivered. The trunk had not advanced during this manceuvre, 
and, the head and shoulders being born, it was clear that some 
uncommon cause of obstruction must be present. The uterine 
contractions by this time were becoming dangerously tetanic, 
so that a speedy delivery was imperative. 

General anaesthesia having been started, a hand was passed 
into the vagina to determine the cause of the obstruction. 
Foetal limbs were felt in the region of the pelvic brim, tightly 
gripped by the lower uterine segment. Amyl nitrate was 
administered——effecting a slight degree of relaxation—but 
attempts to deliver the trunk again proved unsuccessful. The 
thorax was now opened and eviscerated. Exploration being 
thus rendered less difficult, the presence of twins was estab- 
lished by the discovery of a third arm. A little later it was 
realized that some kind of double monster must be present, as 
foetal parts could be palpated without a break in continuity 
from the arm of the second twin on to the trunk of the first. 
After this, delivery of what proved to be a double monster of 
the thoracopagous type was effected in a few seconds. The 
third arm, mentioned above, was pulled down, and after it 
the fourth, then all four legs in succession. Traction on the 
legs brought out the buttocks, and lastly came the trunk, 
shoulders, and head of the second half of the monster. 

The third stage was completed in a normal manner. The 
uterus was well contracted afterwards, and the general condition 
of the mother was good. The puerperium was quite normal, 
and the patient was discharged home on the 12th day. 

The Specimen.—The two halves of the thoracopagus were 
approximately equal in size, each having a normally developed 
head and limbs (see accompanying photographs). They were 
joined face to face, by soft tissues only, down the front of chest 


Fic. 2 


Fic. 1 


and upper abdomen. The placenta was single, and there was 
a large common exomphalos, into which ran the single umbilical 
cord and inside which coils of intestine were visible. The 
Monster weighed 8 lb. 7 oz., and the length of each half was 
approximately 19 in. 


COMMENTARY 


Delivery was not difficult after crushing of the thorax of the 
first twin had allowed adequate access for exploration and diag- 
nosis. Had the monster been larger it would doubtless have 
needed dividing into its two halves to make delivery possible. 
The ventral connecting portion, being of soft tissues only, was 
lax enough to permit some movement of one twin relative to 
the other. At one point during the manipulations the two heads 
Were stretched out so as to constitute the opposite extremities 
“s the monster, with the two trunks and all the limbs between 

em. 


In this connexion the following description from Whitridge 
Williams’s Obstetrics may be quoted: ‘“ Thoracopagi are fre- 
quently so loosely connected with one another that considerable 
motility is possible. Indeed, it is not unusual for the two 
children to present in a different manner. When possible, it is 
advisable to bring down all four feet at the same time and to 
effect extraction in such a way that the posterior head is first 
delivered. In cephalic presentations the head and body of the 
first child is expelled and the second child is then born very 
much as in an ordinary twin pregnancy. If, however, the latter 
presents transversely, its delivery can be effected only by version 
and extraction.” 

I am indebted to Dr. James Clark, medical superintendent, and Dr. 
W. J. Clancy, senior obstetrician, for permission to publish this case. 

EDWARD RIDEHALGH, B.Sc., M.B.. Ch.B. 


City General Hospital, 
heffield. 


A Case of Polyradiculoneuritis 


The following case seems to be interesting enough to merit 
publication. 
CASE REPORT 


The patient, a ham-curer aged 50, was admitted to the Victoria 
Infirmary, Glasgow, on Sept. 1, 1941, suffering from symptoms 
of polyneuritis which conformed very closely to the syndrome 
first described by Guillain, Barré, and Strohl (1916). The 
symptoms also closely resembled those described by H. Stuart 
Barber (1940). 

For some weeks before the onset of paralysis he had felt 
pain in the lumbar region. This was not very severe but was 
constant, and his doctor had given him some medicine for it. 
For a few days previous to the paralysis his urine was highly 
coloured ; he described it as being “red.” On Aug. 25 he had 
gone to work and had done his job as usual. The next morning he 
could not stand. He had no other complaints, apart from the 
slight pain in his back. He became very restless during that day, 
and did not sleep on the following night, an irritation of the 
skin causing him to scratch himself to the point of drawing 
blood. On Aug. 27 he had palsy of the left side of the face and 
some twitching of the muscles of the right side of the face. 

On admission there was double facial palsy, with inability to 
close his eyes, definite muscular weakness of both arms, and 
complete paralysis of both legs. The biceps and triceps reflexes 
were weak. Abdominal reflexes, knee-jerks, and ankle-jerks 
were absent. There was no loss of sensation either to super- 
ficial or deep tactile stimuli or to pain. Pronounced nuchal 
rigidity and Kernig’s sign were present. Sleeplessness was a 
marked feature of the acute stage of his illness, but headache 
was not complained of. The temperature was normal ; there 
was some tachycardia, the pulse rate being about 100 during his 
first week in hospital, later falling to 80. The urine was normal 
and contained no blood. Lumbar puncture revealed a normal 
fluid pressure. The cell count was 4 per c.mm.; protein, 122 
mg. per 100 ml. ; chlorides, 733 mg. NaCl per 100 ml. ; sugar, 
84 mg. per 100 ml. The blood leucocyte count was 19,300 per 
c.mm.; the sedimentation rate was not estimated ; the Wasser- 
mann reaction was negative. 

Dr. Conway, ophthalmic surgeon to the hospital, reported on 
Sept. 4 that the edges of the left optic disk were blurred. but that 
the condition was short of true swelling of the disk. The right 
optic disk was well defined but showed definite nasal pallor. 
There was no paralysis of the external muscles of the eye. 

The patient’s condition became worse for a few days after 
admissi3, and he was incontinent of urine on several occasions. 
After a week improvement was noticed and he was able to move 
the legs slightly. The improvement continued without inter- 
ruption, and eight weeks after the onset recovery was almost 
complete, except for slight paresis on the left side of the face, 
and he was able to walk with assistance. The knee-jerks and 
ankle-jerks were still absent. 

Comment.—The features of this case are: the sudden onset of 
paralysis affecting the legs, arms, and facial muscles, distribu- 
tion being symmetrical ; the comparatively rapid and complete 
recovery ; the normal temperature throughout ; the tachycardia ; 
and the cerebrospinal fluid under normal pressure, with normal 
cell count but high protein content. These features are so 
similar to those described by H. Stuart Barber and others as tu 
suggest that a specific virus might be the cause of this condition. 

GLEN, M.D., 
Visiting Physician, Victoria Infirmary, Glasgow. 
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Reviews 


PSYCHOTHERAPY 


The Therapy of the Neuroses and Psychoses. By Samuel Henry Kraines, 
M.D. (Pp. 512. 25s.) London: Henry Kimpton. 1941. 

This book has the merit of concentrating on what most books 
tend to put into a secondary place—namely, treatment—and for 
this reason it should appeal especially to the practitioner and 
the student. The accounts of treatment with which it is mainly 
concerned are such as might, with a reasonable amount of time 
at his disposal, be used by the family doctor. The author's 
chief methods might even be described as those of common 
sense. 

For a variety of reasons psychotherapy has tended to depart 
in recent years from the obvious. Much has been hoped for 
from psycho-analytic methods, and a good deal if not all 
that has been hoped has been fulfilled. To the uninitiated there 
is a promise in psycho-analytic methods of something like magic 
in the removal of symptoms by a performance akin to a surgical 
operation, with the minimum onus on the patient, and perhaps 
not demanding much more of the doctor than a capacity for 
sustained attention and some intellectual dexterity. They have 
the appearance of taking responsibility away from the patient 
and leaving the cure to the efforts of the doctor, or at any rate 
to Nature, with the doctor acting as a kind of psychological 
midwife. But the unique success of the Freudian method in 
certain cases,.as well as the vast panorama of psycho-analytic 
observation and theory generally, has caused the influence of 
factors other than complexes and the like in producing break- 
down to go out of fashion. The effects of pernicious up- 
bringing, of misguided types of education for life, and of the 
accumulation of faulty habits are unsensational, but they are 
probably more often the cause of psychoneurotic illness than 
is nowadays suspected. 

Dr. Kraines undertakes the task of treating his patients from 
this point of view, and seeks to retrain them in their habits and 
attitudes by teaching them to observe themselves, to control 
their more selfish or more primitive impulses, to acopt a rational 
rather than an emotional attitude, and to reorganize their lives 
in the light of an analysis of their character and behaviour. 
Conscious rather than unconscious factors are stressed through- 
out, although there is a purely descriptive chapter on Freudian 
theory appearing rather uneasily at the end of the book. 
Emphasis is laid on the need for control rather than on 
emancipation through recapitulation and catharsis. It is true 
that some of the advice seems very obvious, almost distressingly 
so in the section headed, “ Therapy of Stress by Removal: 
Financial Assistance the Best Therapy. especially in the Case 
of Actual Want.” How often has even the novice had this 
glimpse! 


LEUKAEMIA IN ANIMALS 


Spontaneous and Experimental Leukaemia in Animals. By Julius Engelbreth- 
Holm, M.D. (Pp. 245 ; illustrated. 15s.) Edinburgh and London: Oliver 
and Boyd. 1942. - 

The monograph on Spontaneous and Experimental Leukaemia 
in Animals by Engelbreth-Holm has been written at tk: request 
of the scientific advisory committee of the Lady Tata Memorial 
Trust and is published under the Trust’s authority. The trans- 
lator and the scientific committee are to be congratulated on 
the lucid style of the English, while the Trust and the publishers 
are to be congratulated on the production of so well-printed and 
well-illustrated a book at so reasonable a price. Its appearance 
at the present time is peculiarly appropriate because in more 
senses than one it marks the end of a period. It summarizes 
research which had gained a fresh impetus since the inception 
of the Trust’s work in 1932, and it is characteristic of the truly 
international outlook of the Trustees that the book should have 
been written by a Dane and produced in England with the 
support of a Trust founded by an Indian. That international 
outlook is for the moment obscured, but when it clears again 
this monograph will serve as an indispensable guide for the 
resumption of research on the leukaemias. It describes the 
occurrence and morbid appearances of leukaemia in a great 
number of birds and mammals. It is not generally known that 
leukaemia occurs with sufficient frequency in fowls and cattle 


to constitute at times a serious economic problem.  Trans- 
mission experiments have shown that certain varieties of fowl 
leukaemia can bg transmitted by a virus, and there is suggestive 
evidence that one and the same virus may under different con- 
ditions produce leukaemia or sarcoma. In mammals leukaemia 
can be transmitted only by transplantation of cells, but in the 
mouse pure strains can be bred in which the incidence of 
spontaneous leukaemia is 90%. Leukaemia may also be 
initiated by carcinogenic agents. Thus the same factors are of 
importance in leukaemia as in neoplasia—virus, heredity, and 
chronic irritation. It is probable that research on leukaemia 
would have taken a more chemical trend under the stimulus 
of recent work on the chemistry of the viruses and the genes, 
For this we may now have to wait till after the war, but 
veterinarians, haematologists, and experimental pathologists will 
be permanently indebted to Engelbreth-Holm for his able record 
of the progress to date. 


TREATMENT OF SHOCK 


The Treatment of Shock. By R. W. Raven, Major, R.A.M.C. Oxford 
War Manuals. (Pp. 96. 5s.) London: Oxford University Press. 1942. 
Shock in its various forms is a central problem of war medicine 
and surgery. The intense interest of practical surgeons and 
the zealous investigations of research workers in all branches 
of medical science have done much to advance our knowledge 
of this complex subject, both in the last and in the present 
war. It is eminently desirable that accurate and up-to-date 
information be made readily available to medical men serving 
on our various war fronts. Had this manual fulfilled these 
requirements it was assured of a warm welcome. Unfortunately 

these hopes are disappointed. 

Following a_ satisfactory introductory chapter in which 
Blalock’s excellent classification of shock into neurogenic, 
haematogenic, vasogenic, and cardiogenic is quoted, the author 
lapses into the old unsatisfactory subdivision of primary and 
secondary varieties. The clinical description of shock is poor 
—e.g., the mental state is described as follows (p. 14): 
* There is apathy, stupor, delirium, and unconsciousness.” Many 
incomprehensible statements occur such as, “ Excessive pre- 
operative medication, especially in aged patients, may precipi- 
tate a condition of shock from which there may be no 
recovery” (p. 8). Misstatements are frequent even on 
important and crucial matters. To say that losses of 4.5 or 
5.1% of the total blood volume cause death (p. 20) is obviously 
incorrect, and even Keith’s finding that the patient’s condition 
was grave when blood volume was reduced to -85°% (p. 22) has 
been completely upset by recent work: Wallace and Schafer 
showed that blood loss in man of 1,200 c.cm. (25° of the 
total blood volume) was well tolerated. Brennan’s claim that 
plasma transfusion washes side-tracked corpuscles into circu- 
lation again is accepted uncritically. The section on oxygen 
therapy is confused by failure to comprehend the underlying 
physiological principles. Haemoconcentration, which only 
occurs in burns and crush injuries, is given undue promi 
nence in discussion. Even the available case reports of the 
last war show that haemoconcentration rarely occurs in the 
shocked patient. 

The technical details of transfusion are adequately 
described, and there is a good bibliography. 


BORSTAL THROUGH AMERICAN EYES 

By William Healy, M.D., and 
8s. 6d. net.) New York: The Common- 
1941. 

It takes a foreigner to appreciate our institutions to the full, 
and one of the best existing books on the Borstal system ‘has 
now been written by two Americans, both with long experience 
of practical criminology. It seems that the methods used it 
the United States for dealing with youthful offenders leave 4 
good deal to be desired. Although in theory reformatory treat 
ment is provided for younger criminals, American reformatories 
are only prisons under another name, and the system has 
shown no appreciable success. Dr. Healy was convinced of the 
value of the Borstal system by an observation of it which he 
made in 1929. In 1938 he made a second study for the 
American Law Institute, and the war cut short a third intensiv 
study financed by Mr. J. D. Rockefeller, in which Mr. Alpe 
took part. The authors are therefore well qualified to writ 


Criminal Youth and the Borstal System. 
Benedict S. Alper. (Pp. 251. 
wealth Fund ; London: Oxford University Press. 
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on the work of the Borstal institutions. They trace the history 
of the system from its inception in a wing of Bedford Prison, 
through its establishment as a recognized part of the penal 
system after the passing of the Prevention of Crime Act in 
1908, to the latest developments, a few years before the war, 
of North Sea Camp and Prescoed. They summarize the law 
and practice which govern committal to Borstal, and the system 
of allocation, and they go on to describe the general principles 
of the training, and especially its flexibility, so that the length 
of time each offender shall spend in an institution and that 
which he shall spend on licence to the Borstal Association are 
made to correspond with his individiial requirements. 

The house system, the steady balanced life, and the personal 
relationship, with the other essentials of this valuable discipline, 
are appreciated in detail. A chapter describes the recruitment 
of the staff from men of very varied types, having in common 
initiative, strength of character, and experience of life. Staff- 
inmate relationships, the training programme, and home and 
community relationships are studied in equally precise detail, 
and the special features of the different: institutions are 
described. The authors’ remarks on weaknesses in the system 


are worth special attention, and the first which they indicate _ 


is the absence of any consistent attempt to apply psychological 
knowledge to the treatment of abnormal personalities. They 
also criticize gravely the existence of a legal maximum period 
of four years after which an offender may not be held. While 
they do not advocate a completely indeterminate sentence, they 
agree with those governors who would have, for some youths, 
a longer time in an institution and a much longer time on parole. 
Their final chapter on the possible application of the system 
to American needs is rather for their own countrymen, but 
their masterly analysis will greatly assist English penologists 
and, no coubt, reformers in other countries. 


Notes on Books 


Prof. A. Muir CRAwForp of Glasgow has now produced a 
fifth edition of his little book Materia Medica for Nurses (H. K. 
Lewis, 4s. 6d.). Many changes have been made in the text, and 
the scope of the work has been enlarged to include descriptions 
of some of the newer drugs. There are additional chapters— 
one on the sulphonamide group and one on the Dangerous 
Drugs Acts and the Pharmacy and Poisons Act. 


An _ illustrated pamphlet entitled Some Emergency Anti- 
Malarial Measures, by Sir MALCOLM WATSON, director of the 
Ross Institute of Tropical Hygiene, has been issued by its 
industrial advisory committee. Copies may be obtained on 
application to the organizing secretary of the Ross Institute, 
Keppel Street, London, W.C.1. 


Preparations and Appliances 


RECTAL ADMINISTRATION OF FLUID 


Mr. D. C. Corry, M.D., F.R.C.S., Surgeon to the Radcliffe 
Infirmary, Oxford, writes: 


After the mouth the rectum is the most physiological route 
for giving fluid. J. B. Murphy (1909) was the great advocate 
of this method, and reported that he very often gave 15 pints 
of fluid a day by this route. The points he stressed were: 
(1) that the tube in the rectum must be large enough for 
flatus to be passed ; (2) that the column of fluid must not be 
higher than 4 to 15 inches; (3) that the tube to the reservoir 
must have an internal diameter of at least 3/8 in. (1 cm.); 
(4) that the fluid be given intermittently. He achieved this 
originally by a flat pan reservoir, and into this flatus and 
faeces were regurgitated. 

For the last year I have been giving rectal fluids, using the 
same principles but utilizing a dripper with a side arm. By 


this method 2 to 8 pints can be given in 24 hours. Even if 


the patient takes only 2 pints this is a useful addition to his 
body fluids, and is an improvement on the cases we used to 
meet of which we were told, “He will not retain any rectal 
fluids.” The side arm on the dripper allows flatus and fluid 
to escape, so that the patient is comfortable with the tube 


in the rectum. A glass T-piece is attached with one branch 
going upwards. This serves two purposes: it prevents a siphon 
effect from developing when the fluid from the dripper escapes 
out of the side arm, and acts as a vent-pipe for the flatus. 
A foot of rubber tubing is fitted to this upper limb of the 
T-piece and is strapped to the adjacent tube. This prevents 
the ejection of faecal fluid from the top of the tube. The 
lower end of the T-piece goes into a receiver. A flatus-tube 
(No. 17 English catheter gauge) with end and side openings 
is used in the rectum. This is joined by a wide-bore glass 
connexion with 2 ft. 6 in. of wide-bore tubing the internal 
diameter of which is 1 cm. This is connected to the dripper, 
which must not have too tapering a lower end. With a wide- 
bore tube and wide-bore connexion, flatus can escape freely 
back and the patient is comfortable. The height of the dripper 


TUBING, INTERNAL DIAMETER 1(M., 
PASSING BEHIND THIGH AND 
OBLIQUELY UPWARDS TO DRIPPER 


WIDE GLASS CONNEXION 
NO TAPERING POINTS 


NO.17 FLATUS TUBE PASSED 3"—4" 


above the bed is 10 in. It may be necessary to increase the 
height to 15 in. For acute appendicitis, when it is thought 
desirable to give fluid, I limit the height to 8 in. out of respect 
for the appendix stump. Before inserting the flatus-tube, fill 
the tubing below the dripper with fluid and then pass the 
flatus-tube below the thigh and 3 in. to 4 in. into the rectum. 
Strap the flatus-tube to both buttocks. 

For rectal drip, usually tap-water and 5% glucose is used 
as a routine post-operatively in any major case. I normally 
limit the fluid intake to 6 pints a day. On return from the 
theatre, while semi-conscious, the patient will tolerate rectal 
fluid given by any method better than when conscious. The 
drip is therefore started at a rate of 80 drips a minute (half 
a pint an hour) and slowed down to 40 drips after two hours. 
When the apparatus works unsatisfactorily it is usually due 
to air-locking, which may occur in spite of the tube to the 
dripper being 1 cm. in diameter. Pressing the tube where it 
passes under the thigh-may expel the bubble. If this fails, 
take out the rectal tube, allow fluid to run through till the 
tube fills, and re-insert. 

Apart from abdominal cases, it is useful in genito-urinary 
cases, especially after prostatectomy, in which it is desirable 
to keep the kidneys functioning adequately. In subtotal 
thyroidectomies it may help to lessen thyroid crises, as glucose 
and water are sometimes employed to treat these crises when 
they occur. It certainly helps to make these patients comfort- 
able after thyroidectomy, saving the trouble of reaching out 
for frequent small drinks, which on account of the neck 
operation are painful to swallow. 

In addition to making the patient so much more comfortable 
and fit the next day, I consider it is possible that by the use 


- of the rectal drip (plus sulphanilamide in infected cases) the 


incidence of pulmonary embolism may be lessened. 


I wish to thank my house-surgeon, Mr. Peter Henderson, 
and Sister T. M. King for their help in the application of the 
apparatus. 

REFERENCES 
Marriott, H. L., and Kekwick, A. (1937). Practitioner, 139, 250 
Murphy, J. B. (1909). J. Amer. med. Ass., 59, 1248. © 
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DOES HEALTH EDUCATION HELP? 


Never perhaps has this country become so conscious of its 
health as in the months that have passed sinee September, 
1939. A sick person means an inactive person, and the 
output of work of a man whose health is below par fails 
below that of which he is fully capable. After the fall of 
France we were brought face to face with the fact that this 
country was small and, compared with Germany and her 
satellites, numerically inferior in population. Each man 
and woman counted, and numerous agencies were set to 
work to keep the health of the country at as high a level 
as possible. In this the Ministry of Food has come out 
with flying colours, and its imaginative as well as its 
realistic handling of an activity that is more important than 
any other in maintaining and promoting health will, when 
the balance sheet comes to be added up after the war is 
over, be found to be very much to its credit. Food propa- 
ganda—instruction in food values and in cooking—is one 
aspect of health education. And the success of this is 
partly an answer to those who doubt the value of such 
education. Dr. Donald B. Armstrong, Vice-President of 
the Metropolitan Life Assurance Company of New York, 
observes’ that in the U.S.A. “ there are still those in public 
health who see little or no value or scope in health 
education.” And what is true of the U.S.A. is probably 
true here. It is indeed a matter in which it is easy to lose 
perspective, and to attribute to health teaching, say, the 
decrease in droplet infection and the inérease in immuniza- 
tion against diphtheria, and the decrease in respiratory 
tuberculosis to the control of arbitrary spitting. 

Those who believe in the value of health education have 
been encouraged by the experience of the Metropolitan 
Life Assurance Company of New York, and it is this which 
makes Dr. Armstrong’s observations of particular interest 
and value. His company has for years carried out an 
extensive health programme among its industrial policy- 
holders. It has employed every medium of propaganda, 
and those in this country who see the Americafi weekly 
magazine Time have probably noticed with interest the 
advertisements of the Metropolitan Company in relation to 
health matters. The company has, of course, been able to 
follow up its general programme with the special educa- 
tional efforts of its agents, who come into contact with the 
individual person in the home. That a large business 
concern should undertake such a wide measure of public 
health education is an interesting commentary on the times 
in which we live. The company itself would probab'y be 
the last to claim that it did this work from philanthropic 
motives or from the reaction of an acute social conscience. 
It started, and has continued, the work because it pays. 
Since 1911 the policy-holder group is estimated to have 
gained about 17 years in life expectation, as compared with 
about 10 years for the country’s population in general. It 
has been calculated that in 1939 alone the lives saved were 
approximately 112,000 in excess of those that would have 
been saved if the policy-holders had experienced only the 
benefits shared by the general population of the country 
since 1911. Closer analysis shows that since 1911 there has 
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been a 92% improvement in diphtheria mortality among 
the general population of the U.S.A., and a 95% improve- 
ment in the industrial-policy-holder group—a 3% gain. In 
pneumonia there has been a 7% gain, in tuberculosis a 10% 
gain, in puerperal diseases a 17% gain. 

Both groups have shared the influences that have led to 
the general improvement in health. The insured group 
has been subjected to an intensive health education cam- 
paign. The matter is slightly complicated among _ this 
group by the facts that the Metropolitan Life Assurance 
Company provides a nursing service for its acutely ill 
policy-holders, and that in this nursing service special 
attention has been paid to diseases of the puerperal state 
and to communicable diseases such as diphtheria and 
pneumonia. So in attributing to health education any 
improvement in health and expectation of life among 
policy-holders this nursing factor 
obviously be taken into account. Dr. Armstrong believes 
that a more sensitive index of the value of health propa- 
ganda is afforded by the attack his company made upon 
the problem of appendicitis in 1934. The campaign was 
aimed at preventing unnecessary fatalities from this disease, 
and was carried out by means of pamphlets and articles, 
advertisements, posters, lectures, and news releases. During 
this period appendicitis mortality improved by more than 
30%. “This coincided with an improvement of 24% in 
the general population. During this period there were no 
important advances in the diagnosis or treatment of appen- 
dicitis, with the one exception of the quite recent use of 
sulphonamide drugs in the treatment of peritonitis resulting 
from perforation. It would, in fact, seem reasonable to 
attribute the improvement obtained to health education. 

But Dr. Armstrong, from his wide and _ unique 
experience, utters what is in effect a warning to health 
educators—namely, that they should not take themselves too 
seriously. At the moment attention is being focused on 
the results of examining large numbers of entrants to the 
fighting Forces in the U.S.A., and enthusiastic health 
educators are anxiously wondering whether the results will 
reflect upon the efficiency of the teaching for which they 
have been responsible. Dr. Armstrong suggests that health 
education is not the only or the most important factor in 
any rise or fall in the rejection of recruits. In the first 
place the experience of the last war and the advances in 
medicine made since have led to an altered conception of 
what we mean by fitness and of the medical standards of 
entry into the Services. Then again, there have been big 
advances in diagnostic equipment, in hospital services, in 
treatment, in knowledge of normal standards of nutrition, 
and changes in such fundamental matters as standards of 
housing and living. Health instruction for the public at 
large has not been without effect upon the doctor himself. 
Dr. Armstrong in fact states unequivocally that some 
doctors first heard of the Schick test through “ lay contacts 
or through the perusal of literature primarily intended for 
lav consumption.” Some efforts have, in his view, been 
misdirected, and he cites the fanatical outburst of tooth- 
brushing that went on 20 years ago, when “ whole schools 
and squads of children were mobilized in playgrounds and 
elsewhere and exposed to toothbrush drills, thus over- 
emphasizing this already exaggerated point.” Parenthetic- 
ally he observes that if the time and money that had been 
spent on this one aspect of health teaching had been 
devoted, for example, to research on the relation of dental 
caries to nutrition or to heredity, something more construc- 
tive might have emerged. Since then the toothbrush has 
been blamed for injuring gums and eroding teeth, and 
health educators perhaps had better be warned now not to 
swing over in the opposite direction of recommending no 
toothbrush at all. 
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As a further corrective to an unbalanced attitude towards 
the virtues of health education, Dr. Armstrong describes 
the experience of Canada and the U.S.A. last year, when 
an ‘“influenzal pneumonia outbreak ” spread across those 
two countries from west to east. In most parts of both 
countries, in spite of an increase of influenza and its 
accompanying pneumonia, the death rate from the latter as 
compared with 1940 actually fell, but in Quebec there was 
a sharp rise in the mortality from pneumonia ; this, he 
believes, was due to the fact that medical practice and 
public health procedures are backward there in comparison 
with other areas. The interesting point is that the Metro- 
politan Life Assurance Company insures a larger percen- 
tage of the population in Quebec Province than elsewhere, 
and it has there also concentrated on health teaching to the 
extent even of “ preparing health education material in the 
native language.” In an attempt to find the significance of 
health education in relation to the mumerous medical, 
nursing, public health, and sanitary agencies, Dr. Armstrong 
likens it to an enzyme*the function of which is to accelerate 
changes in a certain direction. 

We believe that on the whole this country has been back- 
ward in enlightening the public in health matters, and also 
that in the future such teaching should play an important 
part in the new Britain which reformers do not altogether 
despair of seeing. But those who enter into this work must 
get the part they play in it into the right perspective. It is, 
for example, no good recommending what a well-known 
Hyde Park orator used to recommend every Sunday to an 
admiring audience—namely, duck and green peas three 
times a day—({1) if these delightful commodities are not 
available, (2) if people have not the money to buy them, 
and (3) if in practice one can have too much of a good 
thing. The health educator, in fact, must always be aware 
of the limits imposed on his work by social factors beyond 
his immediate control. His efforts may, too, be hindered 
by inefficient or inadequate medical services, or by a 
medical profession apathetic because of an educational 
system that still lays too great stress on the end-products of 
disease—morbid anatomy and morbid histology. But given 
every desideratum, there still remains one pernicious influ- 
ence which will always work against health education, and 
that is the morbid interest in disease which is kept alive 
and inflamed by the advertisements of patent medicines. 


FURTHER LIGHT ON HYPERTENSION 


Goldblatt and his co-workers’ showed that in experimental 
animals the artificial production of renal ischaemia by con- 
striction of the renal arteries led to persistent hypertension. 


.If the constriction was severe enough there was a Clinical 


picture of malignant hypertension, and widespread patho- 
logical changes were found in the arterioles. The kidneys 
themselves, however, escaped this change, as they were the 
only organs in which the effects of the hypertension were 
not felt owing to the experimental conditions under which it 
was brought about. Wilson and Byrom’ followed up Gold- 
blatt’s work and showed that in some animals, especially 
the rat, severe malignant hypertension could be produced 
by constriction of the renal artery on one side only, and in 
such cases the pathological changes were found not only 
throughout the body, but also in the kidney the blood 
supply of which had not been reduced. In some further 
Work these same authors’ describe the “ vicious circle” in 


chronic Bright’s disease—that is, hypertension caused by 
renal ischaemia leads to further changes in the blood 
vessels of the kidney itself, which in turn increase the 
ischaemia and therefore the degree of hypertension. When 
one renal artery is partially occluded by a clamp and hyper- 
tension thus brought about, removal of the clamped kidney 
causes a return of the blood pressure to normal in a pro- 
portion of the cases only. Where the hypertension has per- 
sisted after removal of the clamped kidney, vascular 
changes have always been found in the opposite kidney. 
Finally, evidence shows that the residual hypertension may 
itself give rise to further lesions in the remaining kidney, 
and so progressive renal destruction takes place. 

The clinical implication of these experiments is that 
malignant hypertension in man may be looked upon as a 
syndrome which may result from any pathological condi- 
tion of the kidney giving rise to ischaemia. This explains 
why in patients suffering from benign hypertension, chronic 
nephritis, or chronic pyelonephritis there may be a sudden 
aggravation of their hypertensive state with retinal changes 
and deterioration of renal efficiency. The same malignant 
termination may be seen in cases starting as toxaemia of 
pregnancy or as lead poisoning. This conception also 
explains the histological finding of acute fibrinoid necroses 
of arterioles and glomeruli superimposed upon a variety of 
more chronic renal lesions. Malignant hypertension with 
typical renal changes may also occur as a terminal stage 
in pituitary basophilism, in which the primary hypertension 
is probably not of renal origin at all. 

A number of cases have now been recorded in which 
unilateral renal disease has been the cause of hypertension 
in the human subject. In some of these the hypertension 


. disappeared when the faulty kidney was removed ; but in 


others secondary vascular damage in the opposite kidney 
had already occurred and residual hypertension remained. 
In view of the experimental work of Wilson and Byrom it 
is important in such cases that the damaged or functionless 
kidney should be removed as early as possible. Derow and 
Altschule,* who come to the same conclusion about malig- 
nant hypertension as Wilson and Byrom, consider that the 
pathologists who in the past have thought it to be a specific 
disease have been misled by grouping together patho- 
logically identical cases and finding that their clinical 
histories were similar. A more accurate characterization 
of malignant hypertension is obtained by the opposite pro- 
cess of examining the varied pathology of cases clinically 
identical in their final stages. These authors set out the 
conditions in which malignant hypertension has been 
known to occur, and include in their list essential hyper- 
tension, secondary hypertension due to renal disease of 
various types, and hypertension secondary to endocrine 
disease and to lead poisoning. 

. Whether primary essential hypertension is always, or 
even usually, due to ischaemia of the kidneys in the first 
place is by no means certain. It is an attractive hypo- 
thesis in view of Goldblatt’s work and of the fact that in 
the majority of cases renal arterial changes can be found ; 
but Raab,’ in a recent article on the origin of essential 
hypertension, recalls the experimental studies which show 
that hypertension can be produced also by artificial impair- 
ment of the cerebral blood supply, especially if the 
arterioles to the vasomotor centres are affected. He also 
gives clinical evidence that this may be the cause of many 
cases of hypertension in man, and concludes that the 
problem is not a simple one, and that in most cases three 
factors—hormonal, central, and renal—are probably 
operating. 


1J. exp. Med., 1934, 59, 347. 
2 Lancet, 1939, 1, 136. 
3 Quart. J. Med., 1941, 10, 65. 


4 Ann. intern. Med., 1941, 14, 1768. 
5 Ibid., 1941, 14, 1981. 
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SURGERY IN LIBYA 


In dispatches from correspondents in Libya fitting mention 
has been made of the gallantry displayed by the different 
units of the armed Forces, but only rarely does one read 
of the part played by the medical services, which, in a 
campaign such as the recent disastrous one, must have been 
taxed to the utmost. In preparations for the fighting in 
the desert the D.M.S., Middle East, had obtained extra 
transport so that the light sections of certain C.C.S.s 
should be independently mobile, and the heavy sections 
at least more mobile than they had been in the past. 
Mobile operating theatres, each consisting of a sterilizer 
and an operating van, have proved suitable to desert con- 
ditions and “a great boon.” In the offensive which began 
in November last year it was not found possible to keep 
in constant touch with the surgeon, and the difficulties of 
travel for ambulance cars was, to say the least of it, con- 
siderable. Many of the surgeons in the battle zone were 
under fire, and some even worked in captivity for varying 
periods of time. In Libya, we are informed, “ the enemy 
appears to respect the Red Cross so long as it does not 
conflict with his interpretation of the needs of the tactical 
situation.” 

There were certain obvious difficulties in the working 
of the forward surgical service. Delay in communications 
led to loss of touch between headquarters and the various 
units. Transport was not always available when it was 
wanted, and rationing of water made sterilization and the 
washing of towels difficult. Lighting was another prob- 
lem, some surgeons having to work in their operating tents 
with the aid of hurricane lamps. A familiar complaint is 
heard in the observation that records were bad and that 
“surgeons will not write legibly and print their names.” 
Evacuation by air was a feature of the winter campaign, 
and over a thousand seriously wounded cases were com- 
fortably transported by air from the battle zone either to 
forward aerodromes or to the base. Among the special 
centres there were five orthopaedic, two maxillo-facial, two 
neurosurgical, and two chest units with the Forces. There 
was apparently some opposition to the transfer of cases 
to special centres, but no doubt remains that the standard 
of treatment at them is very much better than at a general 
hospital. Cases not evacuated by air have taken as long 
as eight days or more to reach the base hospitals, and in 
spite of the increased mobility of the surgical units it took 
most of the wounded twenty-four hours or longer before 
they came under the care of a surgeon. But, in spite of 
these and other handicaps, results appear to have been 
highly satisfactory. By December 29, 1941, for example, 
there had been no case of tetanus. 

Some observations from the base are of interest. “If,” 
we are told, “ the forward surgeons could see the big differ- 
ence in the state of the excised wound as compared with 
that which had only sulphanilamide powder and dress- 
ing, they would realize how much the recovery time is 
shortened.” Again there is a certain amount of complaint 
about record-keeping. For example, in several cases in 
which the wound had been enclosed in plaster, no mention 
was made either on the plaster itself or on the card 
whether the wound had been operated on or whether a 
tube had been put in. The dosage and times of adminis- 
tration of sulphonamide were not always stated. There 
was a high proportion of wounds of the lower limb, and 
a high proportion in which wounds were complicated by 
fracture. Many wounds were operated on in the for- 
ward area, débridement was carried out, the wounds were 
“saucerized,” sulphanilamide was dusted on the surface, 
and the wounds covered with a vaseline dressing or loose 
pack. Cases treated in this way do “extremely well.” 


With the exception of a very few cases, wounds which 
had been sutured were badly septic on arrival at the base, 
the sutures cutting out and the patient being in pain from 
suppuration under tension. It was observed that drainage 
tubes have been found put in “ out of sight in the -depths 
of wounds.” Rubber tubes or tissue were found useless 
for drainage of wounds with established infection. When 
devitalized and infected muscle was excised, the wound 
was dusted with sulphanilamide, and a vaseline gauze pack 
provided drainage, the general condition of the patient 
improved and the infection did not spread. Another 
observation is that early amputation of a mangled limb 
was not only well tolerated but produced “a dramatic 
improvement in the general condition.” Some points made 
about amputation were that the stumps were sutured far 
too often, and that cases in which complete skin closure 
had been done arrived at the base with the sutures cutting 
out and the skin sloughing. It is stressed that amputation 
under battle conditions should be planned to permit re- 
amputation at one of the sites of Sictins, and that when 
possible some flap should be cut and allowed to fall over 
the end of the stump. A few loose sutures could be tied 
over a loose dressing after the stump has been dusted with 
sulphanilamide, and it is considered inadvisable to apply 
a plaster cover over the stump at a forward operation 
centre. 

From experience at the special centres it appears that 
patients with uninfected haemothorax arrived in excellent 
condition, and that the condition of patients with open 
pneumothorax improved once closed drainage was estab- 
lished. It would be highly advantageous if some form of 
closed drainage during transport could be devised. The 
importance of the proper treatment of wounds is again 
emphasized by experience of workers at the head centres. 
Those wounds which healed by first intention had been 
“thoroughly treated by excision and wound toilet,” and 
it is believed that if other cases which were badly infected 
had been so treated the incidence of infection would have 
been less. A brief report of a case in which a brain injury 
had been packed, followed by cerebral abscess and death, 
is accompanied by the injunction, ““ Head wounds should 
never be packed.” 

Two types of fracture of special interest are recorded. 
The first is compression fracture of the spine, which 
occurred largely in Naval ratings, who sustained the frac- 
ture by hitting their heels against the bilge rail when sliding 
down the side of a sinking ship. Compression fracture 
of a lower dorsal vertebra was also found in men swim- 
ming too near a depth charge, which blew them into the 
air. The second type is fracture of the os calcis, which 
occurred, for example, in men standing on the upper deck 
and receiving a severe impulse from below as the result 
of a bomb exploding between decks. This type of fracture 
has been severe, often bilateral, and sometimes compound. 


DOCTORS AS POLITICIANS AND STRATEGISTS 


If a group of Army officers, or even the 1922 Committee, 
were to come forward as advocates of the immunization 
of children against whooping-cough, the medical profes 
sion, whatever its opinion of the merits of the advocacy, 
would wonder with what authority and on the basis of 
what knowledge such groups of laymen might be presumed 
to act. The world would be a livelier place if associations 
of men expert in one branch of knowledge were every now 
and then to tell other associations how to manage theif 
affairs. The Beekeepers’ Association might like to be told 
how to look after their bees by, say, a group of Conserva- 
tive engineers whose political views might impel them, for 
example, to protest against the premature extinetion of 
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queen bees. Just as good as these hypothetical examples 
is the actual and recent resolution of the Socialist Medical 
Association, passed unanimously, “ indicating its desire for 
the immediate formation of a second front,” and a further 
pronouncement that this body “ would urge that steps be 
taken to give effect to this policy without any dangerous 
Such ineptitude can perhaps be excused on the 
ground of naivety, but one would have thought that medical 
men had enough to do now in their own professional work 
and in matters concerning the organization of their pro- 
fession, without wasting time in passing resolutions on 
matters about which they are neither more nor less 
informed than any other reader of the daily newspapers. 
Even in the matter of the supply of medical personnel and 
equipment for an expeditionary force, we doubt whether 
the Socialist Medical Association has any information that 
is not available to the man in the street. If, however, they 
are speaking not as doctors but as politicians, and as 
Socialists feel bound to echo a cry that might be supposed 
to be welcomed by Moscow, then surely ghe grim realists 
who are courageously directing Russian policy must, if 
they have the time to spare, feel mildly amused at the 
picture of the English doctor turned strategist. 

Let us hope that the example of the no doubt earnest 
men who form the Socialist Medical Association will not 
be followed by other doctors who hold other political 
beliefs. The public, we fear, would lose faith in the 
doctor’s good sense if, say, a Liberal Medical Association, 
a Conservative Medical Association, a Social Credit Medi- 
cal Association, perhaps a Fascist Medical Association—or 
even an Independent Medical Association—followed the 
lead of their prototype by offering gratuitous advice to the 
Government of the day on extramedical matters. Apart 
from the slightly ridiculous aspect of such sectional organ- 
izations ranged on lines of party politics, we believe that 
they do a disservice to medicine by weakening the influence 
of the doctor in public affairs. 


A PURE PROTEIN FROM THE POSTERIOR 
PITUITARY 

Whereas the constitution of other hormones has _ been 
investigated with some success, that of the hormones of the 
posterior pituitary remains shrouded in mystery. Indeed, 
for many years it has been a matter of controversy whether 
the active principles were separate entities or represented 
different manifestations of the action of a single substance. 
In 1919 Dudley first achieved a partial separation of the 
vasopressor and oxytocic fractions. His observations were 
confirmed and extended by later workers, who, by using 
more drastic methods, achieved almost complete separation 
of the two fractions, though the commercial samples still 
lag behind somewhat in this respect. However, when 
reliable methods of assay were devised, it was found that 
in crude extracts the proportion of, for instance, vaso- 
pressor to oxytocic activity was approximately constant for 
any given species. This led naturally to the suggestion that 
while it might be possible to separate the active principles 
artificially. yet they existed in the first place as single com- 
ponents of a large molecule. 

The work of van Dyke and his colleagues’ has now 
furnished direct evidence of this hypothesis. They have 
extracted from the posterior lobes of frozen ox pituitaries 
a protein which contains all the active fractions and which 
they claim is pure, so far as their physico-chemical investi- 
gations allow. Its purity was demonstrated by its constant 
solubility, and by examination in the ultra-centrifuge and 
in the Tiselius electrophoresis apparatus. These methods 
and elementary chemical analysis agreed in giving the 


1 J. Pharmacol, exp. Therap., 1942, 74, 190. 


protein a molecular weight of about 30,000, and the active 
principles were present in about the same proportions as 
they are in crude extracts. This protein is by no means the 
most potent substance yet isolated. Thus, while 61 micro- 
grammes of solid are equivalent to one U.S.P. unit, previous 
workers have already isolated an oxytocic fraction said to 
be thirty times more potent. The prosthetic groups which 
constitute the active principles must therefore be far 
smaller and simpler than the parent molecule, a fact which 
makes their ultimate chemical identification more hopeful. 

It might be suggested that these observations could be 
explained by the adsorption of the active principles by 
some indifferent medium. The experimental evidence 
renders this very improbable. But though we may there- 
fore visualize a single molecule which comprises all the 
active principles, it seems unlikely that it is released into 
the blood stream as such, though there is as yet no direct 
evidence either way. So this discovery must lead to specu- 
lation on the purpose of the association of vasopressor, 
oxytocic, and antidiuretic activities in the same molecule. 
Is it just chance that these three hormones are linked 
together in the posterior pituitary, for storage purposes 
perhaps? Or has the association some deeper significance 
which we have yet to learn? 


GRAMICIDIN 


Readers of this Journal have been given the opportunity 
of following the work of Dubos, who by a selective method 
of a tedious and ingenious nature bred out from soil a 
bacillus producing a substance highly toxic to certain other 
bacteria, mainly Gram-positive cocci. The crude extract 
from this bacillus is now known as tyrothricin, and is 
separable into two components: gramicidin, which acts 
powerfully but almost exclusively on Gram-positive bac- 
teria, and tyrocidine, which acts similarly but less power- 
fully on certain both Gram-positive and Gram-negative 
species. Although known from an early stage to be more 
toxic than penicillin, these substances have such remark- 
able properties—and, it may be added, are so much easier 
to produce—that much more will evidently be heard of 
them. It is clear from papers now being published in the 
U.S.A. that the manufacture of gramicidin has been taken 
up commercially, and quantities are available to a number 
of workers for various types of study. Toxicity has been 
investigated further by H. J. Robinson and H. Molitor,’ 
who confirm previous observations that, whereas local 
application and oral administration even in large doses 
are harmless, the intravenous minimum lethal dose is small. 
The site of the lethal effect is not clear from their studies, 
nor do they provide an answer to the question whether 
the haemolytic activity of gramicidin, recently restudied 
in vitro by D. Heilman and W. E. Herrell,’ has its counter- 
part in the living body. This question is perhaps only of 
academic interest, because all authors seem agreed that 
local application is the only clinical use for which grami- 
cidin is suited. Heilman and Herrell’ elsewhere point out 
an interesting parallel between the action of gramicidin and 
that of detergents: their selectivity for different bacterial 
species is similar—even extending to a closer parallel 
between gramicidin and anionic detergents and tyrocidine 
and kationic—both are haemolytic, and both are rela- 
tively harmless to tissues. These authors have shown this 
parallel to be even closer by demonstrating that gramicidin 
and tyrocidine strongly reduce surface tension ; this effect, 
however, persists after heating, whereas bactericidal activity 
is thus destroyed. In all these studies the very low solu- 


bility of gramicidin in water has presented difficulties ; an 
‘J. Pharmacol. exp. Therap., 1942, 74, 75. 
3 Proc. Soc. exp. Biol. Med., 1941, 46, 182. 
4 Ibid., 1941, 47, 480. 
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alcoholic solution added to water produces a suspension, 
and it is in this unsatisfactory form that gramicidin has 
chiefly been used ; how such a suspension will behave in 
contact with infected tissue is not altogether clear. Herrell 
and Heilman’ have prepared a solution for clinical use 
by introducing glycerin in addition to alcohol as a solvent, 
and used it in ten miscellaneous cases as a local applica- 
tion. Several lesions due to haemolytic streptococci appear 
to have cleared up under its influence; staphylococcal 
infections, on the other hand, are evidently almost wholly 
resistant. A. E. Francis’ also records the successful treat- 
ment of wound infection in which a sulphonamide-resistant 
streptococcus was concerned. Whether gramicidin or any 
other product of microbic origin will eventually be found 
to fulfil certain purposes better than either sulphonamides 
or any other class of antiseptic remains to be seen. 
That several classes of reagent should be competing for 
supremacy in different aspects of a task which not long 
ago was considered impossible of any real fulfilment is a 
truly remarkable position. 


AIR DISINFECTION BY LIGHT 


Only within the past few years have serious attempts been 
made to check the aerial spread of infection by disinfecting 
the air itself. Of the various methods’ by which this can 
undoubtedly be done chemical spraying has been most 
studied in this country, and an adequate basis for a 
practical campaign is afforded by existing data. In 
the U.S.A. more use has been made of ultra-violet 
light, and evidence is accumulating that where this 
method is employed continuously for long periods the 
incidence of air-borne infections diminishes. Burners can 
be installed in such a position as to irradiate only the upper 
layers of air in a room, and a non-reflecting ceiling ensures 
that persons in the room sha!l be unaffected, but convection 
currents bring the whole of the air within the light field. 
An exceptionally careful study of the effects of such an 
installation in a Philadelphia school is described by W. F. 
Wells, M. W. Wells, and T. S. Wilder.’ Their observations 
covered a period of several years, during which irradiation 
was maintained in some class-rooms and not in others, and 
careful records were kept of all infectious disease. After 
detailed analysis the results are expressed as the percentage 
of susceptible children in each group who developed 
mumps, chicken-pox, or measles when cases occurred in the 
same room. The differences in some epidemics were very 
striking, particularly during an extensive outbreak of 
measles. In the “unirradiated” classes, consisting of 
older children, there were 141 (37.2% of the total) with 
no previous history of measles, among whom 88 cases 
occurred, an attack rate of 62.4%. Among the irradiated 
juniors there were 110 susceptible children (75.9% of the 
total), of whom only 24 developed measles, an attack rate 
of 21.8%: if home contacts were deducted from these total 
cases, the attack rates attributable to infection arising in 
school are 55.3% and 14.5% respectively. Although it has 
been claimed by others that radiant disinfection of air 
reduces the frequency of colds, no such reduction was 
observed in this study, probably because the investigation 
was made in a day school, and frequent opportunities of 
infection with the common cold occur at home. It is 
argued that if the infection were usually acquired in school, 
and the incubation period is assumed to be two days, the 
number of colds with onset on Wednesday, Thursday, or 
Friday would be more than three-sevenths of the total for 
the week ; but records of many hundreds of colds show, on 


5 J. clin. Invest., 1941, 20, 583. 
6 Lancet, 1942, 1, 408. 
7 Amer. J. Hyg., 1942, 35, 97. 
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the contrary, that they amounted to slightly less than this 
fraction. This negative observation is nevertheless dis- 
appointing: colds and influenza—which may be expected 
to behave in the same way—are the chief scourges which 
air disinfection is designed to minimize. There have been 
several reports of success in preventing the spread of colds 
in residential institutions by ultra-violet light. The latest 
of them is by L. N. Sauer, L. D. Minsk, and J. 
Rosenstern,,» who compared the effect of simple air- 
conditioning, a mechanical barrier, and an_ultra-violet- 
light barrier, in an elaborately equipped hospital for 
infants. By mechanical barrier is meant that the 
infant was kept in a cubicle never entered by anyone, and 
attended to by a nurse through a sliding glass shutter. 
Either this form of isolation or the use of ultra-violet light 
clearly prevented cross-infection: the merits of the two 
systems are discussed. The mechanical barrier is expen- 
sive to install, and after a few weeks “a certain lack of 
stimulation of the infant is occasionally apparent.” Ultra- 
violet light, on tpe other hand, although less costly to install, 
is much more so to run. 

Direct ultra-violet irradiation of the operation field to 
ensure surgical asepsis is a proceeding of which much has 
been heard in the U.S.A., and D. Hart, who has been its 
chief advocate, has recently with S. E. Upchurch,° reported 
the results of five years’ experience with it. His figures, 
which in sum are very large, give the frequency of infection 
in clean operation wounds of various types before and after 
adopting this method, and the improvement is remarkable. 
Whether it is due, as Hart contends, to the killing of atmo- 
spheric bacteria is another matter. In referring on earlier 
occasions to the work of Hart we have pointed out that his 
observations on the atmospheric flora of operating theatres 
are vitiated by failure to apply the coagulase test to 
staphylococci, and in conflict with those of Devenish and 
Miles,’* who found the origin of staphylococcal infection in 
clean operation wounds to be glove perforations. Hart still 
makes no reference to these authors’ work. So to criticize 
his argument is not to question his results or the value of 
his method ; it is indeed possible that pyogenic cocci of 
whatever origin may be destroyed by ultra-violet light in 
the wound itself. Whether irradiation is capable of this 
effect is a question which could presumably be decided 
readily by animal experiment. 


THE DRYING OF PLASMA AND SERUM 


The Trustees of the late Sir Henry S. Wellcome have placed 
a sum of up to £20,000 at the disposal of the Medical 
Research Council for research into methods of drying 
blood plasma and blood serum to provide stable products 
for use in the transfusion of patients suffering from 
haemorrhage, shock, or other conditions calling for such 
treatment. By agreement between the Trustees and the 
Council, this gift is to be applied to the purchase, erection, 
and operation by the Council of a plant which will make 
it possible to test and develop these methods on a sub- 
stantial scale. The need for the improvement of such 
methods is of ‘particular importance at the present time, 
and the products will be made freely available for the 
treatmient of sick and wounded at home, at sea, and abroad. 
The Medical Research Council has therefore expressed 
its appreciation of this timely and public-spirited action 
on the part of the Wellcome Trustees. 


Sir Charles Sherrington, O.M., G.B.E., M.D., F.R.S., 
has been elected a Trustee of the British Museum. 
8 J. Amer. med. Ass., 1942, 118, 1271. 


9 Ann. Surg., 1941, 114, 936. 
10 Lancet, 1939, 1, 1088. 
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War Surgery of the Extremities 


This is one of a short series of articles based on lectures 
given at the British Postgraduate Medical School, 
Hammersmith 


BLOOD TRANSFUSION 


BY 
JANET VAUGHAN, D.M., F.R.C.P. 


The problems of transfusion in wartime are inevitably 
different from those arising in peacetime. In wartime to 
a large extent we transfuse healthy individuals suffering 
from sudden severe injury. In peacetime we transfuse 
sigk people. The following discussion applies to wartime 
transfusions only. It must be remembered, however, that 
knowledge of the pathology of haemorrhage and shock is 
extremely limited, and that the teaching of to-day must 
inevitably be revised as our understanding of the problems 
involved increases. 


Transfusion Fluids 
To-day the following fluids are available for transfusion: 
fresh blood, stored blood, plasma, serum, concentrated red cells. 


Fresh Blood.—This has proved impracticable for use under air- 
raid conditions. In the chaos of modern air raids or warfare it is 
impossible to call up and bleed donors. Transfusion fluids must be 
ready in store for immediate use or be brought in from outside the 
danger area at short notice. Fresh blood is essential for only a 
small group of chronic cases that do not need immediate treatment. 

Stored Blood.—-Experience has shown that blood taken into a 
glucose-citrate mixture will store for fourteen to twenty-one days at 
low temperature (2° io 4° C.) without undue haemelysis taking place 
in vitro. The survival rate of transfused red cells is not appreciably 
lower than that of fresh blood. The reaction rate, provided the 
blood is warmed to 40° C. before use, is no higher than with fresh 
blood (Brewer, Maizels, Oliver, and Vaughan, 1940). The diluent at 
present in general use is 100 c.cm. of 3% sodium citrate in distilled 
water, to which is added 20 c.cm. of 15% glucose in distilled water. 
The resulting 120 c.cm. is mixed with 420 c.cm. of blood (M.R.C. 
War Memorandum No. }). 

Plasma.—This may be prepared in three different forms— 


unfiltered, filtered, and dried. Unfiltered plasma is prepared by - 


siphoning the supernatant fluid off the red cells after sedimentation 
has occurred by standing or centrifugalization. It is a cloudy fluid 
which should be kept in the ice-chest. Filtered plasma is passed 
through a Seitz filter after separation. It is a clear fluid free from 
cell debris and the fatty content of unfiltered plasma. It must be 
kept at room temperature, as clotting will inevitably occur in the 
cold; unless great care is taken in filtration clotting is extremely 
likely to occur even at optimum temperatures. For the use of the 
Army, plasma is now being dried by a process similar to that 
employed for drying serum. The protein content of fluid plasma is 
only 4 to 5%, owing to the presence of glucose-citrate diluent. The 
protein content of reconstituted dried plasma depends upon the 
amount Of fluid added. 

Serum.—Serum is also available in three forms—filtered, liquid, 
dry—and as serum citrate prepared from recalcified plasma (Clegg 
and Dible, 1940). Filtered serum is passed through a Seitz filter 
after separation of the clots. It is a clear amber fluid with a protein 
content of approximately 7%. Dried serum is prepared by a modi- 
fication of the method of Greaves and Adair (1939). It is reconsti- 
tuted for use by the addition of either distilled water or normal 
saline, and may therefore be given in varying concentration, depend- 
ing upon the amount of fluid edded. Serum citrate is prepared by 
the addition of calcium to plasma and filtration of the resulting fluid 
through a Seitz filter. 

Concentrated Red Cells.—This concentrated suspension is prepared 
by removing the supernatant plasma from the red cells so that double 
the usual amount of haemoglobin is given in the same volume of 
fluid. It is no more difficult to administer than whole blood, and is 
thought to give rise to fewer reactions (MacQuaide and Mollison, 
1940). 

Before discussing the relative values of blood, serum, and 
plasma it is necessary to consider the types of case that will 
need transfusion. They may be divided into acute and chronic 
conditions. 


Transfusion in Acute Cases 


The acute group may be roughly divided into three types: 
(1) patients with haemorrhage so severe as to result in anox- 
aemia ; (2) patients suffering from shock rather than blood loss ; 
and (3) patients with severe multiple injuries and considerable 
haemorrhage without obvious shock. 


1. Severe Haemorrhage 


In sudden severe haemorrhage there is a rapid fall in circu- 
lating haemoglobin, with resulting anoxaemia. It is then as 
essential to replace Oxygen as it is to restore blood volume, 
and transfusions of whole blood are required. This type of 
case has proved rare as a result of air raids. 


2. Shock 


Shock is a term that includes a variety of conditions which 
are still poorly differentiated. I use it here to cover those states 
in which circulatory collapse, lowered body temperature, and 
pallor occur. It is usually considered to be associated with a 
fall in blood volume (Whitby, 1941). Treatment must therefore 
be directed to restoring blood volume. This can only be done 
by the use of liquids of high protein content. Saline is useless. 
Gum acacia was employed for this purpose in the last war, but 
it is difficult to prepare and is apt to cause liver damage. More 
recently it has been suggested that isinglass (fish gelatin) might 
be used (Taylor and Waters, 1941). Experimental work on the 
purification of animal proteins is in progress, but, so far, human 
plasma and serum have alone proved to be satisfactory for 
the purpose. 

The evidence available suggests that fluid plasma, fluid serum, 
and dried serum are of equal therapeutic value in the treatment 
of shock (Vaughan and Brown, 1941). There are as yet few 
data available as to the effects of dried plasma. In this country 
no greater reaction rate has been recorded with serum and 
plasma than with blood. This observation is of some impor- 
tance, as, with the exception of Levinson, Rubovits, and 
Necheles (1940), observers in the States regard serum as an 
almost lethal fluid. In this connexion it should be noted that, 
while we invariably pass serum through a Seitz filter, this is not 
done in the States. At the N.W. London Blood Supply Depot 
there are records of the administration of 147 pints of fluid 
serum with two mild reactions, and of 367 pints of filtered 
plasma, also with two mild reactions. Much larger quantities 
of both have been used in the area, but it is difficult to obtain 
accurate records under raid conditions. It appears reasonable, 
however, to conclude that if severe reactions had occurred they 
would have been reported. In addition to the cases already 
recorded by Brown and Mollison (1940) we have further details 


_ of thirty-four bottles of reconstituted dried serum given without 


reaction. 

Serum would seem to have certain practical advantages over 
plasma. It is easy to keep sterile, while plasma becomes readily 
infected. Serum does not clot, but hitherto it has proved ex- 
tremely difficult to prevent plasma clotting either during or after 
filtration. The protein content of serum is higher than that of 
plasma. Further, serum is easy to handle, store, and transport. 
Plasma has one advantage over serum—namely, that out-of-date 
blood can be used for its preparation. It therefore seems 
probable that there is a place for both plasma and serum in 
any transfusion service. 

For the purpose of discussion, cases of “shock” may be 
divided into three arbitrary groups: shock associated with 
multiple injuries other than crush injuries ; shock associated 
with crush injuries ; and shock associated with burns. 


Shock associated with Multiple Injuries other than Crush Injuries. 
—In this condition there appears invariably to be lowered blood 
pressure unassociated with haemoconcentration. The pulse may be 
either rapid or slow. The only reliable guide to the success of any 
therapeutic measure has proved to be a maintained rise of blood 
pressure. It is impossible to lay down any hard-and-fast rule as to 
the dosage required to produce such a rise in pressure. Every case 
must be treated on its merits. Enough fluid must be given to raise 
the pressure and to maintain it at a level above 100 mm. Hg. No 
patient should be allowed to go to the operating theatre with a 
pressure that is much below 100 mg. It should be remembered 
that three or four pints of fluid, or more, may raise the pressure 
when one or two have failed. It would seem from our own 
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published figures that many cases of circulatory collapse may be 
satisfactorily treated by blood derivatives, but whether, alone, they 
are preferable to whole blood remains to be seen. We have been 
struck by the occurrence of relatively low haemoglobin readings in 
patients with traumatic shock resulting from enemy action who have 
had no gross and obvious source of haemorrhage. Also, patients 
who have been successfully treated with plasma or serum have on 
subsequent examination shown haemoglobin readings in the neigh- 
bourhood of 60%. Such preliminary observations suggest that the 
ideal treatment for a patient suffering from air-raid shock may be 
one or two bottles of plasma or serum followed by one or more 
bottles of blood, the treatment being controlled by repeated haemo- 
globin and bleod-pressure readings. This procedure has _ been 
carried out successfully in a large number of recorded cases. 

Shock associated with Crush Injury.—A serie of cases of crush 
injuries associated with renal failure have recently been described 
(Bywaters and Beall, 1941; Beall, Bywaters, Belsey, and Miles, 1941 ; 
Mayon-White and Solandt, 1941). The pathology of this condition 
is not for discussion here The treatment still remains uncertain and, 
with few exceptions, unsatisfactory (Longland and Murray, 1941; 
Henderson, 1941). It is important to remember that haemoconcen- 
tration in this condition may be pronounced. Figures as high as 
160%, have been recorded (Bywaters and Beall, 1941). It is obvious 
that in such a case serum or plasma should be used instead of whole 
blood. The amount to be given must be decided afresh for each 
case, the blood pressure and haemoglobin being used as the guide 
to dosage. The gross waterlogging of the tissues found at necropsy 
in some of these cases after massive saline transfusions suggests that 
saline is to be avoided. 

Shock associated with Burns.—Shock associated with severe burns 
is characterized by haemoconcentration, which may be severe. Ina 
series of 13 cases of burns seen by Dr. Brown haemoconcentration 
was present in all those in which observations were possible, with 
one exception. In that case the patient was seen within twenty 
minutes of the injury. At this time both blood pressure and haemo- 
globin were within normal limits. Two pints of serum were given, 
and neither haemoconcentration nor fall of blood pressure occurred. 
It is, however, exceptional to see a patient so soon after injury. In 
burn shock, par excellence, there would seem to be a special call 
for the use of either plasma or serum, as fluid of a high protein 
content must be given to restore and maintain the blood pressure 
at a normal level. Repeated haemoglobin estimations may be 
impossible owing to the extent of the burnt area. If they can be 
done, however, they offer a valuable additional guide to dosage. 
Cases of burn, even if they have a normal pressure when first seen, 
should be immediately transfused; prevention is better than cure. 
Transfusions should begin before the patient is taken to the operating 
theatre to be cleaned up, and if the burnt area is extensive should 
be continued throughout this process and, if necessary, when he has 
returned to the ward. Subsequently intravenous therapy must be 
determined by the patient’s condition. 


3. Severe Multiple Injuries and Haemorrhage 

Grant and Reeve (1941) described a group of cases in which 
there was normal blood pressure in spite of severe multiple 
injuries and haemorrhage. Out of a group of 100 cases 28 
presented this picture, and of these only 6 did not finally receive 
transfusion. In 13 cases the blood pressure fell considerably 
and the pulse rose within four hours of admission. In most 
the collapse occurred before operation, in a few it was delayed 
until during or after it. Transfusion was followed by rapid 
improvement. In 9 of the patients transfusion was started soon 
after admission, though the blood pressure was not low, and 
the condition remained satisfactory except when further bleed- 
ing occurred. As with burns, early transfusion prevents later 
collapse in severely injured cases. In other words, our guide 
in resuscitation work should be in the severity of the injury 
sustained and not the blood pressure or pulse level. Patients 
with multiple injuries and severe burns must be transfused as 
an urgent method of resuscitation. It is wiser to prevent circu- 
latory collapse than to treat it. Patients in this group respond 
well to serum or plasma as an initial dose, but probably should 
receive blood in addition when it is available. 


Transfusion in Chronic Conditions 


The following two groups of patients require transfusions 
in the later stages of treatment: (1) those with burns, and 
(2) those with septic wounds. 


Burns.—Localized oedema often occurs in the neighbourhood of 
a burnt area twenty-four hours after injury. There is some evi- 
dence that this may be reduced by the administration of twice- 
concentrated or four-times-concentrated serum. It would appear 
wise to continue to give concentrated serum so long as oedema 
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persists, unless the patient becomes intolerant of fluid by mouth; in 
such cases normal serum is preferable. In the late toxic stages, 
when sepsis has become an important factor, whole fresh blood 
should be given, if necessary, in large repeated doses by a drip 
technique. Satisfactory healing is dependent to a large extent upon 
maintaining an adequate haemoglobin level. 

Septic Wounds.—Patients with infected wounds often show con- 
siderable anaemia. This is unaffected by the usual haemopoietic 
remedies (Vaughan and Saifi, 1939). Plasma proteins are also 
usually low. It is essential to raise both the haemoglobin and the 
plasma protein level in such patients if satisfactory wound-healing 
is to take place. This is done by repeated large transfusions of 
fresh whole blood. These transfusions should aim at raising the 
haemoglobin level to 1009. Several pints may be given by drip 
technique during twenty-four to forty-eight hours. Having raised the 
haemoglobin it must be maintained at an optimum level. Concen- 
trated suspensions of red cells are useful for this purpose, especially 
in elderly subjects in whom it is important not to increase the blood 
volume. 


Some Technical Points in Transfusion 


Temperature of Administration.—lf circumstances perm# it 
is wiser to warm blood, plasma, or serum to body temperature 
before administration. This can be done by standing the blood- 
bottle in water at 40° C. for twenty minutes and mixing it gently 
at intervals. Under air-raid conditions it is often necessary to 
give the first bottle cold, but while this is being done the second 
can be warmed. 


Rate of Administration.—With a young patient it is probably 
safer to give large quantities of fluid rapidly than it is with an 
older patient, but again it is difficult in our present state of 
knowledge to lay down any hard-and-fast rules for guidance. 
When the patient fails to respond to two pints of fluid adminis- 
tered rapidly, a careful watch should be kept on the base of the 
lungs if further rapid transfusion is considered. In practice 
we give the first two pints rapidly, using a reversed Higginson 
syringe to apply pressure if necessary, and subsequent fluid 
more slowly by drip technique. It should be remembered, 
when it is necessary to use the veins in the leg, that these are 
likely to be extremely collapsed, especially in the badly shocked 
patient, and that pressure is essential to start a flow of fluid. 
After the first pint the flow can usually be maintained by simple 
gravity. 


Filtration.—Stored blood and derivatives should always be - 


passed through a filter before administration. The routine 
administering unit in this country is fitted with such a filter. A 
fatality has recently been recorded in the States from giving 
unfiltered plasma (Mayner, 1941). At necropsy fibrin plugs were 
found in the lung capillaries. 


Cross-matching.—It is the usual practice in this country at 


present to issue universal donor blood only. Theoretically, ’ 


therefore, it should not be necessary to cross-match the cells of 
the donor with the serum of the recipient. When possible, 
however, it is wise to do this, as errors in grouping cannot 
always be avoided and such a cross-match serves as a double 
check. In the case of serum and plasma no cross-matching is 
necessary. Both serum and plasma are prepared from pooled 
supplies, and it is found that as a result the agglutinin titre 
becomes either negative or so low as to be insignificant. Even 
in the early days of plasma transfusion in this country, before 
pooling was carried out, it was found that no ill effects followed 
the transfusion of a Group B donor, for instance, with large 
quantities of Group A plasma, and vice versa. 


Transfusion Reactions 


The ideal transfusion should have no effect on the patient 
beyond improvement; reactions may, however, occur. They 
take vatious forms, varying considerably in severity. The 
mildest type shows a slight rise in temperature ; in others there 
is a severe rigor, often associated with a pain in the back, 
vomiting, and headache or generalized urticaria. In some 
instances in which incompatible or grossly haemolysed blood 
has been given there is a haemolytic crisis, resulting, unless 
promptly treated, in death. When a severe rigor occurs, the 
question at once arises whether the transfusion should be 
stopped. Every case must be decided on its merits; in a 
severely anaemic patient or a shocked air-raid casualty it is 
wiser to continue the transfusion in spite of the rigor. In the 
less acute case the transfusion may be stopped. 
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In the case of an incompatible transfusion, prompt measures 
must be taken if the patient’s life is to be saved. It is essential 
to maintain an alkaline urine. Alkali should be given by mouth 
and, if necessary, by intravenous injection. The patient should 
be catheterized twice a day if there is retention. It should not 
be assumed that failure to pass urine means complete anuria. 
Fluids, especially glucose solution, should be given in large 
quantities, if necessary per rectum or intravenously. 


Summary 


The use and relative value of whole blood, serum, and plasma 
for transfusion purposes are discussed. 


Whole blood is preferred in acute severe haemorrhage ; 
plaama and serum in conditions associated with haemo- 
concentration—i.e., burns and certain cases of crush injury ; 
and a combination of plasma and serum, with whole blood, in 
patients with severe multiple injuries. 


In the case both of burns and of injuries the severity of the 
injury and the degree of blood loss rather than the blood 
pressure and pulse should indicate the necessity for transfusion. 

No rules for the precise dosage of any transfusion fluid can 
be laid down. It is essential to raise and maintain the blood 
pressure over 100 mm. Hg. The dose required to do this is 
extremely variable. 


Serum and plasma appear of equal clinical value, and both 
are non-toxic. Serum has certain practical advantages over 
plasma. 
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ACCELERATED MEDICAL COURSE AT TORONTO 


The acceleration of the medical course at the University of 
Toronto to meet the shortage of doctors for the armed Forces 
and for civilian needs was decided upon in the spring of 1941. 
The proposed curriculum consisted in lengthening the academic 
session from 74+ to 10 months in all years of the course but 
the first, which is made up of pre-medical subjects. This pro- 
cedure will ensure that a class of students graduates every eight 
months instead of every twelve as at present. As it has been 
thought essential that each graduate should have a period of 
interneship in a hospital in order to round off his education, 
either to begin private practice or to become a medical officer 
in the Forces, the hospitals were asked if they would shorten 
the interneship period from 12 months to 8 months so that 
medical officers might be made available for military service 
as quickly as possible and at the same time provide for the 


University of Toronto Course: Graduation, Interneship, 
Military Service 


Available for Military Service 
1941-2 Graduation Interneship Speeded-up Regular 
Course Course 
6th Year Apr. 30, 1942 | May 1, 1942 Jan. 1, 1943 July 1, 1943 
to 
Dec. 31, 1942 
Sth Year- Dec. 31, 1942 Jan. 1 to Sept. 1, 1943 July 1, 1944 
| Aug. 31, 1943 | 
4th Year July 30, 1943 | Sept.1, 1943, tt. | May 1, 1944 July 1, 1945 
| Apr. 30. 1944 | 
id Year Apr. 28, 1944 May I to Jan. 1, 1945 | 1, 1946 
Dec. 31, 1944 | 
dnd Year Dec. 31, 1944 Jan. 1 to Sept. 1, 1945 | July 1, 1947 
Aug. 31, 1945 | 


Co-ordination of the interneship period with the sraduation of 
students every 8 months. Provincial licensing bodies were 
requested to permit the medical curricuium to be completed 
ina shorter time than their regulations required. Both the 
hospitals and the licensing bodies agreed to the proposed 
changes as a war measure. 
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The accelerated curriculum at Toronto came into operation 
when the second- to sixth-year classes registered on Aug. 25, 
1941, the effects of which are shown in the accompanying table. 
As the result of this speeded-up curriculum, the sixth-year class 
will take the place of the present class of internes in hospitals 
on May 1 instead of July 1, making them available for military 
service 2 months earlier than would ordinarily be the case. 
This present sixth-year class will be available for the Forces 
on Jan. 1, 1943, instead of July 1, or 6 months sooner; the 
fifth-year cla$s will be available 10 months, the fourth-year 14 
months, the third-year 18 months, and the second-year 22 
months earlier. The curricular changes in the courses of each of 
the years have been only of a minor character, the time-tables 
in each year consisting of the three terms of the present course, 
to which has been added the first term of the next succeeding 
year, in the fourth term from April to June. The total length 
of the actual instruction is such that each student receives 
practically the same sound medical training as in the regular 
course, but in a shorter period. 


Correspondence 


Post-war Medical Reorganization 


Sir,—There are few members of the medical profession who 
will not have read, with interest and profit, the Interim Report 
of the Medical Planning Commission, to which document you 
have so rightly given first place in your issue of June 20. Being 
an interim report, published for the purpose of stimulating 
discussion within the profession, it is not comprehensive, and, 
for the same reason, the proposals contained in it are capable 
of amendment. 

Writing as a member of the public health service I should 
like to express the view that the fundamental principles under- 
lying the report, such as central control by the Ministry of 
Health or a similar body, and administration by enlarged local 
authorities or ad hoc regional bodies, are sound and worthy 
of support by the profession as a whole, including those en- 
gaged in the public services. It is, however, important, when 
the scheme has been fully discussed by the profession and is 
presented in its final form, that we should make up our minds 
which of the various alternatives we wish to support. Should 
the scheme be administered centrally by the Ministry of 
Health or by a specially appointed body, and at the periphery 
by local authorities or by newly formed authorities created for 
this purpose only? These points are not matters of detail. 
as the success of any scheme involving such a complicated 
issue as the integration of all the present medical services into 
one complete system depends largely upon the suitability and 
competence of the bodies chosen to supervise and administer it. 

The report itself suggests the answer to one of these questions 
when it emphasizes that “the system under which local 
authorities administer in detail a broad national policy decided 
by the central Government is deeply embedded in the social 
fabric of this country.” This would seem to” be a conclusive 
argument in favour of peripheral administration by enlarged 
local authorities appointed for all purposes, and there is the 
further reason that the present major authorities have already 
co-ordinated some of the medical services which are referred 
to in the report, including their hospitals, many of the personal 
health services, and the services concerned with environmental 
hygiene. Moreover, the influences favouring a_ satisfactory 
condition of health within the community are by no means 
wholly medical. Apart from questions of nutrition and 
standards of living, which are only slightly influenced by the 
action of local authorities, there are such matters as housing, 
education, the provision of baths and wash-houses, abattoirs, 
parks and recreation grounds, crematoria, etc., all of which 
in the hands of local authorities play a part in affecting favour- 
ably the health of individuals living in urban communities. On 
its merits the argument for allowing local authorities to take 
a share in the administration of the new medical service seems 
a sufficiently strong one ; but, apart from this, it would seem to 
be politically wise to enlist the support of the powerful influence 
of the local authorities in favour of the profession’s agreed 
scheme rather than to risk disaster by provoking their equally 
powerful opposition. On the whole the major local authorities, 
if of sufficient size and possessing adequate rateable value, 
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are efficient administrative bodies within the limits of their legal 
powers ; they possess other services, apart from those dealing 
with public health and hospitals, which are of great assistance 
to a medical department ; and their members, becoming keenly 
interested in health problems, form committees which, as a 
rule, are just as efficient in discharging their duties as would 
be the theoretically more perfect regional councils suggested 
in the interim report as an alternative. 

1 would emphasize that the essential things are size and 
rateable value. A drastic reorganization of local government 
areas is long overdue, but if the Government after the war 
performs this essential task adequately the units thus formed 
should be perfectly capable of playing their part in the new 
medical organization. The medical services in each area would 
then, in some respects, be analogous to the education service 
of the present day. The local authority would provide, equip, 
and maintain health centres on the basis of a grant from the 
Exchequer just as it now provides schools on the same basis. 
It would possess a statutory committee, similar to the education 
committee or the public assistance committee, to which all 
questions relating to the public medical service would be 
referred. In the interests of the medical profession, arising out 
of the more important interests of the patient, the local 
authority would be strictly controlled by regulations made by 
the appropriate Government Department in regard to its 
relations with the medical personnel in its area. Under any 
scheme for improving the manifest inefficiencies of the present 
system some increased measure of State control is essential. 
If that control is directly exercised from Whitehall or indirectly 
maintained by regional offices under the Ministry there will 
ensue a full State Medical Service with all the manifold dis- 
advantages in loss of freedom to the profession which such 
a system entails. If, on the other hand, a less rigid system of 
control, designed to make the system work but not to cramp 
initiative, were entrusted to enlarged local authorities under 
regulations framed to provide as large a measure of freedom 
as possible to the profession, the objective which the Medical 
Planning Commission has before it might be attained. Much 
would still have to be done by the central authority, and the 
interim report is by no means clear as to the machinery to be 
used by that body for the transfer of practitioners, including 
consultants, from one area to another, to ensure the provision 
of satisfactory hospitals in all parts of the country, to coerce 
backward or unsatisfactory local authorities, and to obtain 
consultation between neighbouring local authorities in regard 
to matters of common interest. It is certain, however, that the 
performance of functions of this kind, together with the control 
of the financial aspects of the new service, the issue of regula- 
tions, and the supervision of the activities of the major local 
authorities, would necessitate the formation of a strong division 
at the Ministry of Health administered by a principal assistant 
secretary and a chief medical officer. 

In discussing or considering post-war medical reorganization 
one is always confronted by the problem of reconciling the 
increased measure of State control, which is essential if any 
comprehensive public medical service is introduced, with the 
freedom of the medical profession. Ordinary safeguards incor- 
porated into a Medical Services Act might be gradually relaxed 
in amending Acts as time went on. A _ safeguard of a 
permanent character, unlikely to be weakened so long as our 
political system remains similar to what it is now, would be 
the placing of responsibility for the detailed administration of 
the co-ordinated medical services in the hands of enlarged 
major local authorities. Other but less effective safeguards 
would be the continuance of some voluntary hospitals and of 
a limited amount of private practice and the survival of the 
General Medical Council in something like its present form.— 
I am, ete., 
Liverpool. 


W. M. FRAZER. 


“ Positive Health ” 
Sir,—In the Medical Planning Commission’s Interim Report 
they put as a first aim of a medical service the ‘“‘ achievement 
of positive health.” The phrase is a little unusual and it is 
essential to be perfectly clear what it means. I take it to 
mean a degree of health at or above the average, so that, 
for example, I may be said to be in a condition of “ negative 
health ” during the day following a night of hard work. If 
I am right in this surmise—and if I am not I hope some member 


of the Commission will correct me—the phrase amounts to 
the promotion of personal hygiene. If this be so I am sure 
everyone will support the aim, provided the idea is never 
carried to the length of any suggestion of Government inter 
ference with personal liberty as, for example, in the prohibition 
experiment in America. 

But I would submit that the subject of personal hygiene 
is still in the pre-scientific stage. We all try to inculcate it on 
our patients, -incidentally often on the lines of “Do as I say 
and not as I do,” and it remains too true that in this respect 
“a man of 40 is either a fool or his own physician.” Personal 
hygiene is the happy hunting-ground of faddists and fashions, 
It seems to me that before the aim becomes an achievement 
personal hygiene will have to be erected into something of 
a science by the old methods of long, laborious, and completely 
unprejudiced research. 

Let us not lead the public to suppose that we can confer the 
great gift of exuberant health—TI am, etc., 


Dover. A. R. JORDAN. 


The Pre-natal Clinic 


Sir,—The war is sometimes blamed for conditions which 
might be more correctly ascribed, at any rate in part, to our 
lack of enterprise. Perhaps it was inevitable in 1939 that the 
educational side of our health services should largely go to 
the wall, but the time has come when it is more than ever 
necessary to resume our health teaching. Pending the intro- 
duction of mothercraft classes in schools, it is important to 
concentrate upon the teaching of mothercraft in our pre-natal 
clinics. The young expectant mother is an exceptionally recep- 
tive subject for this teaching and welcomes it when it is 
provided. 

What is to be avoided is the “ hospital atmosphere ” still 
too often associated with the pre-natal clinic, and the handling 
of expectant mothers as though they were a pack of cards, 
What do we find but a long row of women waiting on benches 
“to see the doctor,” whispering tales of complicated confine: 
ments to each other, and exchanging accounts of their own 
symptoms which each tries to make more sensational than the 
last. The influence of suggestion is marked; on some days 
there is an epidemic of pain in the legs, on another frequency 
of micturition, and on a third abdominal cramp. Nearly 
always the attention of the woman is focused on a _ physical 
symptom rather than on the proud expectancy of childbirth. 
And the visit to the clinic is synonymous to her with getting 
on a couch to have her abdomen palpated “in case anything is 
wrong.” 

Surely the psychological effect of a clinic run on the above 
lines cannot be right. Pregnancy is not a disease of nine 
months’ standing. It is a physiological condition and should 
not be associated with the idea of illness. The expectant 
mother is not a case or a patient. From the moment the 
mother enters the clinic she should receive instruction combined 
with entertainment, the programme of training for her new role 
of motherhood being made as interesting as possible. Medical 
supervision is necessary and desirable, but should be carried 
out without ostentation and with a cheerfulness as far removed 
as possible from the “ bottle of medicine” line of approach. 
The doctor must certainly examine to ensure that the mother 
is obstetrically fit ; although, once the pregnancy is found to be 
normal and the date of confinement confirmed, the frequency 
of abdominal palpation, so often purposeless, now in vogue 
is unnecessary. The health visitor will help her to make 
arrangements for the confinement and the hospital sister will 
give the requisite instructions ; but these will be sandwiched in 
with the dressmaking stall, the cookery demonstration, and the 
class for physical exercises, the rhythmical dance music from 
the latter pervading the clinic and proving an excellent antidote 
to any thoughts of backache. 

Reformers are seldom appreciated in their lifetime, but we 
hope that an exception may be made in the case of 
Dr. Kathleen Vaughan, whose book Safe Childbirth is such 
a valuable contribution. It is under Dr. Vaughan’s personal 
supervision that physical exercises to train expectant mothers 
for childbirth have been conducted at Paddington (L.C.C) 
Hospital since last September, and are proving very populat. 
The prospect of “ radiant motherhood ” shown by these girls 
laughing together as they swing their limbs in unison to the 
gramophone, is one of the happiest sights imaginable. Further 
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classes are now being established as ancillaries to the clinics 
ints toMof St. Mary Abbots (L.C.C.) Hospital and to those of the 
Nn Kensington Borough Council. 
never’ It is submitted that these classes in physical exercises, in- 
inter fcluding relaxation, mark a considerable forward advance in 
ibitionff obstetrics. Hitherto there has been too much acquiescence in 
the increasing difficulty of labour. If our nation is to play 
a leading part in the world of the future, it is necessary to 
> it On produce a healthy and prolific post-war generation. This is 
I say not likely to come about if childbirth is regarded in the same 
respect light as a surgical operation. not determine to bring 
rsonalf jt back to the normal event which it still is in races whose 
shions.§ women lead less sedentary lives? 
yement™ Physical exercises must, of course, be combined with proper 
ing off feeding, and few would question the desirability of food advice 
pletely§ bureaux at the pre-natal clinics. Here the expectant mother 
obtains advice on dietetics together with practical and topical 
fer thefhints on cookery. The pioneer of these bureaux was 
established at the Soho Hospital for Women in October last, 
DAN. [where a cooking demonstration is held for the waiting out- 
patients. In the clinics of the Kensington Borough Council a 
_ Ptrained dietitian of the London County Council working in 
which§ «9-operation with the Ministry of Food has kindly lent her 
tO OUR ervices for this purpose and gives short demonstrations to the 
at thef mothers, followed by an informal discussion. At Paddington 
£0 l0fand St. Mary Abbots (L.C.C.) Hospitais such bureaux have 
Nn Veh been started in the ante-natal departments and the mothers are 
into-f very appreciative of this service. A third point on which useful 
ant tof advice can be given to the expectant mother is in the matter 
e-natal ff baby clothes. Wool, bought at a reduced price and sold 
recep Fin the Kensington Welfare Centres, makes a useful opening 
| It Shfor demonstration of the best types of infants’ garments and 
ss _.,foften develops into a knitting or sewing class. 

still Clinics on such lines fill a definite need of the pregnant 
indling} woman and afford the means of keeping her under unobtrusive 
cards. | medical supervision and guiding her into healthy ways of living. 
enches# The health visitor and hospital almoner can help her in her 
onfine-ioubles and get her into touch with any organization whose 
T OWNfassistance she may. need. And the society of other young 
an the} mothers affords the opportunity of lasting friendships. It is 
> daysfindoubtedly more trouble to organize a clinic on such lines 
juencyfi, wartime, but the wives of our men in the Services deserve 
Nearly fie best we can give them. Those of us who perforce have 
remain at home have a duty in this respect. And: is it not 
birth, the best way to keep up morale of those at the front to give 
getting} heir wives a fair deal? It is to be hoped that all clinics for 
hing if he expectant mother of the future, whether at hospital or health 
centre, will be run in a way which emphasizes the ideal of 
above Ficalth and not the idea of disease and in which constructive 
E nil Fiveiene as preached and practised. by Dr. J. S. Fairbairn is 
shoulé sven foremost place. In this atmosphere the doctor escapes 
ectan! Hirom what Prof. Charles McNeil (April 4, p. 479) has so aptly 
nt the described as “ the deadening effect of the treadmill of clinics.” 


ygiene 


_— The writers of this letter must add the usual disclaimer on 
aa behalf of their respective councils of any responsibility for their 


oral personal views. They would like to express their gratitude 
9 Dr. W. Allen Daley, Medical Officer of Health of the L.C.C., 
movee Tior his interest and granting facilities, and to Dr. James Fenton, 


a Medical Officer of Health of Kensington, for his help and 
e¢mcouragement.—We are, etc., 

| to C. W. Nixon. 

make 

sr will Medical Women in the Forces 

hed inf Sirn—Referring to my previous letter (April 18, p. 505) 


nd the frgarding the status of women doctors serving with H.M. 
. from Forces, I stated that medical women volunteering for service 
itidote finder the Army Council were offered two alternatives: (a) rela- 
lve rank with the R.A.M.C. without commission, or (b) a 
yut We fcommission in the Women’s Forces to serve with the R.A.M.C., 
se of fd that in the circumstances the Medical Women’s Federation 
; such fconsidered that ‘“‘ relative rank” only was preferable. 

rsonal # The Federation has since been informed that medical women 
others Frill not in future be permitted to choose relative rank without 
CC) Ficommission, but must be given a commission in the Women’s’ 
ypulat. fforces—i.e., they receive a commissign in the Women’s Forces 
» girl $0 serve with the R.A.M.C. (a medical man receives a com- 
to the Emission in the Land Forces to serve in the R.A.M.C.). We 


shall be glad if publicity can be given to this decision in order 
to avoid further misunderstandings. 

The position as regards medical women serving with the 
R.A.F. Medical Branch has also now been clearly defined. The 
women are obliged to accept commissions in the Women’s 
Forces to serve with the R.A.F.M.B. The appointments are 
gazetted as “To be Medical Officers with the relative rank of 
Flying Officer for employment with the R.A.F.,” and they are 
shown in the Air Force List as “‘ Women Medical Officers com- 
missioned for employment with the R.A.F.”—I am, etc., 


CLARA STEWART, 
President, Medical Women’s Federation. 


Inhibition of Lactation 


Sir,—Drs. Macpherson and Haultain have done right to draw 
attention to their previous reports, which I gladly acknowledge, 
on the use of triphenylchloroethylene and other oestrogenic 
substances for inhibiting lactation. In her paper on this subject 
(Journal, May 16, p. 601) Miss Barnes mentioned the first 
investigation by Macpherson and Robertson, and at the time 
of preparation the most recent work by Haultain and 
Macpherson had not been published. My letter was intended 
as an addendum to Miss Barnes’s paper, and I therefore did 
not introduce new references, although I now regret the 
omission. 

Although in my experience the drug, when injected in a 
single dose of 250 mg. in 5 c.cm. of sesame oil (first tried in 
a few cases two years ago and repeated again recently), has 
not given such good results as those reported by the Edinburgh 
workers, we all agree that oral administration in suitable dosage 
has an excellent effect. There is no doubt that the use of 
synthetic oestrogens for the inhibition of lactation has sup- 
planted the older uncertain and painful methods of treatment. 
—I am, etc., 


Oxford. CHASSAR Mor. 


Complacency in Anaesthetics ? 


Sir,—Dr. E. C. Atkinson (June 20, p. 774) has asked whether 
any large-scale statistics are available of immediate mortality 
under anaesthesia apart from any added factor such as the 
magnitude of the operation or the poor condition of the 
patient. In other words, he asks for the incidence of primary 
cardiac failure due to anaesthesia. 

It is now recognized that with a competent anaesthetist using 
modern techniques this event is so rare that an immense 
number of cases must be handled to obtain any reliable figures. 
Anaesthesia for dental extractions has been studied from this 
angle, and at large children’s hospitals many thousands of cases 
are dealt with yearly without accident." The usual techniques 
are open ethyl chloride or divinyl ether. One series of 
123,000 consecutive cases with the former drug has been 
reported without incident,’ as has another of 125,000.* 

The mortality rate of expertly given nitrous oxide and oxygen 
for dental extractions is also infinitesimal. For example, 
1,161,820 dental cases were anaesthetized with this method with 
2 fatalities, a mortality rate of 0.00017%. Another series of 
300,000 has been reported with no deaths.* 

I believe that the vast majority of primary cardiac failure cases 
are due to gross errors in technique or to the employment of 
chloroform or a mixture containing it. With the advent of 
trichlorethylene the number of occasions when chloroform is 
justifiable is almost zero.—I am, etc., 

St. Albans, Herts. C. LANGTON HEWER. 
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Sir,—Dr. E. C. Atkinson (May 9, p. 595, and June 20, p. 774) 
appears to have laid himself out to criticize the McKesson 
machine. Why the machine? Surely he cannot blame a 
machine for any death. The machine is worked by someone, 
however incompetent, and the administrator is the one to blame, 
if there is any blame. I am afraid that when this machine 
came out a very large proportion of men considered it to be 
quite foolproof, and with a certain number to-day that opinion 
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is prevalent. It is far from being foolproof ; I cannot conceive 
of any mechanical device being foolproof. I have seen a 
McKesson worked many times by men who were grossly incom- 
petent and who got into trouble. Recently I met a man who 
had been using a McKesson for several months and asked me 
where the bags were. During that period he had not even 
learned the mechanism. I should think he was about due for 
a Ceath or two and then would promptly blame the machine. 

I have heard criticisms like Dr. Atkinson’s many times, but 
usually from men who either have never owned a machine 
or only use one occasionally: never from men who use it 
constantly and are in a position to criticize it. May I draw 
Dr. Atkinson’s attention to the very convincing letter by 
Dr. Freda Bannister (March 14, p. 367) and also the one by 
Dr. Massey Dawkins (May 23, p. 653)? I have used 
McKesson machines since 1926 and my results are far better 
than they were under the “rag-and-bottle” regime. The 
* rag-and-bottle ” method may be fairly safe on the table, but 
what about the after-effects? The opponents of the machines 
are usually silent on these matters. The McKesson is, to my 
mind, the Rolls Royce of machines, as stated by Surg. Cmdr. H. 
Parry-Price (June 13, p. 738), but it is certainly not foolproof 
and cannot be blamed if it is used by incompetent people.— 
I am, etc., 

J. B. H. Horroyn, D.A., 


Anaesthctist, Sheffield Royal Infirmary. 


Vitamin B and Toxaemia of Pregnancy 


Sir,—The article by Prof. W. C. W. Nixon, Dr. Margaret 
Wright, and Mr. E. C. Fieller (May 16, p. 605) was of great 
interest to us in view of the following case. 

A primigravida aged 19, attending the ante-natal clinic of 
this hospital, was apparently normal until 33 weeks, when her 
blood pressure was 130/86, previous readings having been about 
120/70. She did not attend when requested, and her B.P. was 
found to be 190/120 at 37 weeks, and she had albumin + + 
in the urine. She felt fit and well, but came into hospital on 
being pressed, afterwards admitting that her face, body, and 
legs had swollen noticeably. Conservative treatment as follows 
was started immediately: (1) Complete rest in bed, with a 
radiant heat bath for 20 minutes twice daily. (2) Nothing by 
the mouth beyond barley-water or marmite prepared as a 
beverage, pot. cit. gr. Ix four-hourly, and mag. sulph. 5ij twice 
daily. (3) Enemata as required to maintain frequent stools. 

After two days as above she was allowed sandwiches of 
marmite or grated raw carrot, first one of each per meal and 
later almost ad lib. A small amount of fish and chicken was 
then allowed to relieve the monotony. The main part of the 
food taken was marmite—i.e., vitamin B,—in one or other form. 
The result was surprising. The blood pressure fell from 
192/120 to 186/96 over-night, then to 166/110, 130/90, 130/86, 
130/90, 130/86, 130/84 on successive days, and the albuminuria 
and oedema disappeared completely. At her own request she was 
allowed home under medical supervision. When readmitted in 
labour her blood pressure was 144/90 and there was albumin + 
in the urine. Labour and puerperium were normal and she 
was albumin-free on discharge, with blood pressure 112/76. The 
placenta incidentally had four white infarcts, two of which 
were over 2 inches in diameter, and the whole maternal surface 
was studded with pin-head size calcified punctations. 

The paper referred to above suggests that vitamin B, might 
be beneficial in pre-eclampsia. This case would appear to 
indicate that some part of the B complex is in fact strikingly 
beneficial. I have to thank Mr. R. Everett, F.R.C.S., M.R.C.0.G., 
for permission to publish this case.—I am, etc., 

WALTER CALVERT, 


Resident Obstetzical Officer. Victoria Hospital, 
Blackpool. 


The Mesentery in Regional Enteritis 


Sir,—While the role of the mesentery in the development 
and dissemination of this lesion remains obscure, speculation 
is rife. Mr. Norman Tanner (June 13, p. 739) ranges himself 
beside those who regard the changes in the intestinal wall— 
ulcerative and hyperplastic—as secondary to lymphatic 
ebstruction with mesenteric lymphadenitis ; and he cites the 
oft-quoted experimental evidence of Reichert and Mathes in 
support of this theory of causation. These workers, it is well 
known, produced lymphoedema (hardly described correctly as 
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“elephantiasis ’) in the bowel wall of dogs by the injectio, 
of sclerosing sulutions into the mesenteric lymphatics. Wher 
the animals were killed some months later neither the charac 
teristic ulceration nor fibrosis of regional enteritis was founé 
and apparently they were driven to the assumption of ; 
“chronic low-grade bacterial infection” to explain these fea 
tures of the human lesion., All of which seems rather likg 
begging the question of aetiology, inasmuch as not a tittle of 
evidence has been produced about the nature of the hypo 
thetical infection, bacterial, protozoal, fungal, or viral. Eac 
species in turn has been incriminated as the causal agent 
viruses seem to hold the field at the moment—but no prog! 
of any has been forthcoming. 

Mr. Tanner also emphasizes the obvious importance of r 
moving the thickened mesentery and its glands along with th¢ 
diseased gut. ‘The highest visibly affected segment” is an 
uncertain guide to this, for we have no knowledge whateve: 
of the earliest stages of the process such as are incapable of 
detection by the naked eye. In practice we have found grea 
difficulty in determining the true extent of the affected bowel 
and believe that this failure to appraise accurately the limit 
of the disease at the first intervention is responsible for som¢ 
of the recurrences after a “radical!” operation. Even the so 
called skip areas may be a snare, masking wide submucou 
extension of the condition beyond visible changes in the bowe 
wall. 

En passant, has not the time arrived for the adoption of ¢ 
uniform nomenclature descriptive of this clinical entity? Of 
the two titles used for it by Mr. Tanner, that which I have 
employed above seems preferable, though this is only : 
personal view. Eponyms abound in medicine, and it is un 
fortunate that they do, for they are often inaccurately assigned 
and as often invidious in choice. One pertinent example of 
this may suffice. The fact that Crohn and his associates re 
discovered in 1932 a lesion which Dalziel (Journal, 1913, 3 
1068) fully described with a wealth of pathological detail in 
1913—-incidentally in a paper real at the Annual Meeting of 
the British Medical Association—is surely not evidence of the 
existence of “Crohn’s disease.” In the interests of accuracy 
I think this term should be abandoned.—I am, etc., 

F. G. RALPHs. 


Ashion-under-Lyne. 


Tetanus after Sulphonamide Treatment of Cavities 


Sir,—In view of the increasing application of sulphapyridin 
and sulphanilamide powder to septic and potentially septic 
cavities, and particularly to the peritoneum .in_ peritonitis, | 
think I am justified in drawing attention to an inquest reported 
recently in the Pharmaceutical Journal (May 30), which I have 
not noticed published in the medical journals. 

Briefly, a married woman of 34 was operated on for an 
unspecified pelvic inflammation on April 13. Free pus was 
found in the pelvic peritoneal cavity and sulphapyridine powder 
sprinkled therein. There are no details of what drainage was 
employed. On April 20 the patient developed tetanus and 
died the next day. The pathologist confirmed the presence 
of tetanus in the tissues. He examined the catgut, with negative 
results. In the cardboard of both containers of the sulphe 
pyridine he found tetanus and in the actual powder from om 
of them. 

Further evidence called disclosed that the powder had not 
been sterilized, but handed to the surgeon in a sterile swab. 
The medical consultant to the firme supplying the drug drew 
attention to the fact that printed on the label of the container 
was the advice: “ The contents of this package have not beet 
sterilized.” He recommended sterilizing at 160° C. for 20 
minutes. I believe, from the fact that in case’ reports of the 
use of this drug in operative surgery its sterilization is not 
stressed, that it is generally held that it is not necessary 10 
sterilize it. I have seen it used straight from the packet i 
two or three hospitals and have used it so myself. believing 
that being a mild antiseptic it would not contain viable germs. 
For its application in surface work—skin grafting and extensive 
surface lacerations, for instance—sterilization is probably ur 
But in 
view of the above case its use unsterilized in deep cavities, the 
peritoneum, and the wound resulting from a perineal excision 
of the rectum would appear to be very dangerous, as these sités 
favour growth of anaerobes. 
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Apart from the possibility of tetanus, the other question that 
the report raises is the use of the powder in the presence of 
free pus. Apparently it is contraindicated in these circum- 
stances, because the chemical is inactivated by the pus. But 
is its use definitely harmful? One hears from time to time 
of its successful use in apparently hopeless cases of fulminating 
peritonitis with much free pus present. Is it justifiable in these 
desperate cases to calculate a maximum dose, based on the 
patient’s weight and supposed tolerance under the circumstances, 
and put it in the peritoneum, assuming that half or more will 
be neutralized by the free pus and the remainder be available 
for action in the blood stream? If such a procecure is con- 
sidered justifiable a routine full course of intramuscular 
pentnucleotide (Smith, Kilne, and French) might be started 
immediately. 

It would be interesting to know whether any of the newer 
sulphonamides—succinyl-sulphathiazole and sulphaguanidine— 
now recommended for intestinal conditions and considered very 
little toxic would be better received by the peritoneum and more 
effective. owing to their selective action on the harmful bacteria 
of the intestinal tract. 

At all events, it is obvious that in future sulphonamice 
powders must be sterilized carefully, and the statement in 
The Surgery of Modern Warfare’ attributed to J. H. Key and 
T. H. Burford that “ sterilization of the crystals does no harm 
but is unnecessary” must now be considered obsolete.— 
.am,, etc., 


St. Ives, Cornwall. E. C. ATKINSON. 


Urethral Instrumentation 


-$ir,— I wish to support Mr. Clifford Morson’s plea for more 
efficient instruction in the use of urethral instruments (June 20, 
p. 771). There is, however, one statement in his letter which 
cannot be allowed to pass unchallenged. Surely it is not true 
to say that “a general practitioner will benefit his patient . . . 
by passing a catheter” in a case of acute retention. There are 
many dangers associated with this apparently simple procedure, 
not all of which will be obviated by efficient training. 

Let us assume that the practitioner is able to avoid making 
a false passage and that his aseptic techniaue is above reproach, 
there are still the dangers of complete anuria and of 
haemorrhage, either from the kidneys or from the bladder, as 
the result of a too sudcen decompression. It would probably 
be of more value to teach senior students when not to pass 
a catheter ; acute retention due to an enlarged prostate would 
come at the head of the list. In my opinion such a case should 
be treated as an acute emergency and admitted immediately to 
hospital or nursing home before the retention is relieved. 

I can recall many cases, as no doubt can Mr. Morson, where 
catheterization has added very considerably to the difficulties of 
the surgeon. This is particularly true of cases that are suitable 
for the perurethral operation by the Thompson punch or 
McCarthy’s electrotome. In my experience this operation is 
not infrequently contraindicated as a result of interference by 
the practitioner.—I am, etc., 

Reading. GORDON L. BOHN. 


Bacteriophage for Bacillary Dysentery 


Sir,—I am very glad to obsétve the satisfactory report by 
Dr. Arthur Compton (June 13, p. 719) of the bacteriophage 
treatment of bacillary dysentery in Alexandria. It is, however, 
perhaps unfortunate that his paper had to be abridged as a 
war economy, since it is evident both from the paper and from 
results achieved in this country that Cespite earlier forebodings 
there is a future for ihis form of therapy. One would have 
liked more details of the actual form of administration and 
the source and potency of the bacteriephage used to compare 
with those adopted here ir Britain. A considerable number 
of cases for which I have prepared and used both autogenous 
and stock bacteriophages in this country have obviously not 
allowed any number of dysenteries to be included ; in fact the 
Work nas been largely carried out on staphylococcal cases and 
some various toxaemias associated with intestinal bacilli. 
Suffice it to say for the moment that the results are as 
satisfactorily significant and interesting as to be compared 
With advantage with those of modern chemotherapy with 
Sulphonamices. 


1 Hamilton Bailey’s work ; appendix at back. 


Results such as are reported by Dr. Compton must be of 
the grealest importance, end should be emphasized as an 
effective and rational form of treatment, especially in view of 
thee very large concentrations of men in the Forces now in 
that country and among whom such epidemics must be 
rapid'y controlled and effectively treated. To this end 
Morison even reports the prophylactic use of bacteriophage in 
well-water in Assam, and treatment by bacteriophage ot cholera 
reduced the mortality in two series from 55% and 70% to 
23% and 21%. Specificity and potency are two essential fea- 
tures, and we find that a phage lysate to be effective must be 
active in at least a dilution of 1 in 1,000,000. One wonders, 
therefore, what has happened to the unfortunate typhoid cases 
whose mortality is reported stationary at approximately 20%. 
It is as easy to prepare rapidly really potent specific bacterio- 
phage solutions to this group of organisms as to the dysenteries, 
so that one must reasonably look forward to a further paper 
from Dr. Compton reporting a similar significant drop in the 
mortality of the typhoid group in Alexandria.—I am, etc., 

London, W.1. Harry COKE. 


Obituary 


Dr. WILLIAM HENRY TURTON, who died at the end of April at 
the age of 79, had practised for many years at Heanor, 
Derbyshire, the town in which he was born. He studied 
medicine at the University of Edinburgh, graduating M.B., 
C.M. with first-class honours in 1886. He then began practice 
in Market Street, Heanor, and served for 54 years as medical 
officer of health for the Urban District, a post in which he is 
succeeded by his son Dr. Philip H. Turton. In every depart- 
ment of the town’s life Dr. W. H. Turton used his knowledge 
and influence wisely and won the affection and respect of the 
whole neighbourhood. He was a man of many-sided tastes, 
with a deep interest in geology and zoology, on which he gave 
many public lectures. In Freemasonry he attained high 
honours. He had been a Justice of the Peace since 1916, and 
for some years deputy chairman of the Heanor Bench; he 
had also been warden of the Parish Church. In 1888 he began 
to take an active and prominent part in the work of the St. 
John Ambulance Association, becoming divisional surgeon and 
superintendent of the Heanor Ambulance Division, and after- 
wards county surgeon for the No. 5 District. He was appointed 
an officer of the Order of St. John after 32 years’ service, and 
in 1935 was promoted to the rank of Commander of the Order. 
During nearly half a century of ambulance work he trained 
hundreds of candidates in first aid and left a lasting mark upon 
the efficiency of the district. Dr. Turton had been a member of 
the B.M.A. since 1912. 


We regret to announce the death of Dr. WILLIAM GIBSON 
PARKER of Taunton, who was for many years assistant school 
medical officer under the Somerset County Council. He was 
born at Newcastle-upon-Tyne on July 30. 1878, the eldest son of 
the Rev. I. Parker. and was educated first at Wesley College, 
Sheffield, then at the Glasgow High School, and afterwards at 
the University of Birmingham and Guy’s Hospital. He 
graduated M.B.Lond. in 1901 and took the Cambridge D.P.H. 
some years later. His early appointments were assistant house- 
surgeon at Guy’s and assistant medical officer to the City Fever 
Hospital, Birmingham ; then for a year he was medical superin- 
tendent at the Birmingham City Smallpox Hospital. Dr. Parker 
joined the British Medical Association in 1905, Was honorary 
secretary of the West Somerset Branch 1924-7, and president 
in 1930-1. During the last war he served in the R.A.M.C. 
with the temporary rank of captain. 


Dr. Bernard Leggett writes: I read with the greatest regret 
the obituary notice of Mr. GEoRGE Huppy. M.S., F.R.C.S. I 
was a student at the London Hospital when Mr. Huddy was 
registrar. At that time the manner of a _ few house- 
surgeons, registrars, etc., whose experience of life was bounded 
by hospital medical experience only, was on some occasions 
very irksome. Huddy was the opposite and showed to all 
an unfailing kindness and courtesy. Among my contemporaries 
he was greatly liked and appreciated, and the dresser or clerk 
who sought information from him would be treated with unfail- 
ing consideration and nothing was a trouble to him. Having 
attained the highest surgical distinctions, a future as a chief on 
* the London ” appeared assured until he went to the Provinces, 
where first-class surgeons were becoming more in demand. 
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The Services 


UNIVERSITY OF CAMBRIDGE 


The following candidates have been approved at the examination 
indicated : 

Fina M.B.—Part I (Surgery, Midwifery, and Gynaecology): J. N. Agate, 
R. J. Alcock, W. B. Alexander, A. G. S. Bailey, A. D. Barlow, H. W. A. 
Baron, D. J. Bauer, A. O. Bech, C. P. Bennett, N. L. Birkett, F. W. 
Blacklay, R. J. K. Brown, P. H. Buxton, T. O. Candler, A. W. Capon, 

F. Carr, F. S. Carter, J. M. Childs, J. A. H. Collyns, D. J. Conway, 
W. N. Coombes, P. N. Cunliffe, A. J. Danby, I. N. Darbyshire, J. Dean, 
P_ J. R. Deiler, W. K. Douglas, M. P. Durham, P. F. Early, A. G. Eddison, 
W. F. Felton, J. H. L. Ferguson, J. L. Fluker, T. R. Gilchrist, J. V. T. 
Gostling, A. G. Harrold, P. L. M. Hartley, D. Hilson, T. S. Hindle, R. F. 
Hollick S. C. H. Hood, P. H. S. Hooper, E. N. M. Johnston, H. R. Jolly, 
L. G. Kingdom, W. S. S. Ladeli, F. M. Lancaster, F. K. Lau, T. L. T. Lewis, 
D. I. Lishman, G. C. Lloyd Roberts, J. Lomas, T. G. E. Loosemore, D. 
McAnally, 1. M. MacArthur, E. L. McDonald, N. M. Mann, H. E. S. Marshall, 
P. H. N. Matthews, R. M. S. Matthews, H. R. A. Michelmore, P. A. G. 
Monro, W. K. S. Moore, J. M. Morgan, Y. H. Ne, W. J. L. Pain, J. S. 
Pegum, J. A. Peters, R. V. Peters, H. L. Pierce, R. J. F. H. Pinsent, B. 
Pownall, E. Pringle, S. H. Purser, J. F. P. Quinton, R. K. Reid, W. Rogers, 
L. A. Rook, H. M. J. Rowan, I. A. Roxburgh, P. H. Sanderson, D. L. 
Sandes, O. L. S. Scott, T. O. Scudamore, J. H. Simpson, I. M. Smith, O. 
Sookias, J. W. Squire, J. H. Steeds, J. P. Stephens, H. C. Still, J. R. 
Thompson, R. N. Ticehurst, W. H. Trethowan, G. S. Udall, C. R. M. Warner, 
D. J. Watt, L. A. S. White, E. N. Whitley, D. E. C. Whittome, H. 1. 
Winner. Women: F. H. Lomax, A. B. Willcock. 


UNIVERSITY OF LONDON 


In a report on the work of the University of London the Acting 
Principal, Mr. Harold Claughton, states that the medical 
students in 1940-1 were nearly 90% of the number for 1938-9, 
whereas non-medical students were only 56%. The proportion 
of men to women in the medical schools is 90%, again con- 
trasting with the non-medical schools, in which the sexes now 
are about equal. The dispersal of medical schools, with the 
clinical students distributed throughout sector hospitals in the 
Greater London area, has had its compensations in the more 
varied experience of the students and their greater opportunity 
for practical clinical work. Reference is made to the offer of 
the Rockefeller Foundation, made to Universities of the United 
Kingdom in general, of a number of studentships to permit 
students to follow a two-year course in medical schools in the 
United States and Canada. Six London students have been 
awarded such studentships, and, to avoid a technical interrup- 
tion of their courses of study, the schools to which they have 
been sent have been recognized by the University for the pur- 
poses of the M.B., B.S. examination. The chair in radiology 
at Middlesex Hospital Medical School, which was instituted 
twenty years ago but to which no one has ever been appointed, 
is now to be filled. Regret is expressed at the postponement, 
«wing to the war, of many university developments. This year 
four great buildings would have been opened, including the 
ceremonial hall. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of Council on June 11, with Sir Alfred Webb- 
Johnson, President, in the chair, the award of the Blane Medal 
to Surgeon Commander E. R. P. Williams, R.N., for his original 
work * A Hunterian Lecture on Blast Effects in Warfare ” was 
announced. A report was made of the election as Hunterian 
Trustees of Lord Moyne, Sir Cuthbert Wallace, and Sir Hugh 
Lett. Surgeon Rear-Admiral C. P. G. Wakeley was appointed 
representative of the College on the Court of the University of 
Bristol and Mr. Ernest Finch was appointed representative on 
the Court of Governors of the University of Sheffield. The 
Hallett Prize, granted on the result of the Primary Examination 
for the Fellowship, was awarded to Miss Margaret Ruth Taylor 
of Manchester University. Examiners were elected for the 
ensuing year. 


_ Diplomas of Fellowship were granted to the following candidates : 
S. G. French, G. N. St. J. Hallett, H. N. G. Hudson, A. J. Wilson, 
H. A. C. Chalmers, A. N. Guthkelch, T. W. Rowntree, J. H. Hicks, 
J. M. Fitton, W. 1. Cawkwell, M. Gamal-el-Din, C. R. Salsbury, A. 
B. Watson, S. C. Williams. 

Diplomas of Membership were granted to Janet W. Shrimpton 
and F. R. Wilde. 

Diplomas in Anaesthetics were granted, jointly with the Royal 
College of Physicians of London, to the following candidates: 
Helen M. B. Alcock, R. E. Angel, T. H. Baillie, E. J. W. Barnard, 
J. R. J. Beddard, Stella G. Braithwaite, T. R. M. Bristow, A. 
Coleman, Florence K. Costello, J. P. Cuddigan, J. H. Dixon, J. D. 
Ebsworth, Phyllis M. Edwards, A. J. Evans, Mita Frost, Edith 
Gilchrist, G. P. Goodwin, J. R. Hindmarsh, A. R. Hunter, Jean E. 
W. Inglis, Edith S. M. Merry, R. E. J. Pembrey, S. F. Polley, Norah 
K. Priestley, H. J. Richards, G. K. T. Roche, G. F. Smith, A. E. 
Ward, F. Widlake, Gertrude A. Wiilis. 


The A.F.C. has been awarded to Air Commodore P. C, 
Livingston, O.B.E., Acting Wing Commander R. H. Winfield, 
and Acting Squadron Leader E. B. Bright, R.A.F. 


The Efficiency Decoration of the Territorial Army has been 
awarded to Lieut.-Col. G. P. Crowden, Major (Temp. Lieut.- 
Col.) D. L. Kerr, and Major C. E. Fenton, R.A.M.C., T.A. 


The name of Acting Col. C. V. Thornton, M.C., R.A.M.C. 
(Reserve of Officers), attached to the Southern Rhodesia Medical 
Corps, has been mentioned in recognition of gallant and dis- 
tinguished services in the Middle East. 


The following officers have been mentioned in dispatches by 
Air Officers Commanding-in-Chief: Acting Group Capt. J. G. 
Russell, R.A.F. ; Wing Commander D. H. Brinton, R.A.F.V.R., 
and Wing Commander J. H. Williams, A.A.F.; Squadron 
Leader C. W. S. Marris, R.A.F., and Acting Squadron Leaders 
F. R. Buckler, R. Carpenter, D. A. Davies, D..C. Farquharson, 
G. R. Gunn, S. J. Hadfield, and D. St. C. L. Henderson, 
R.A.F.V.R.; and Flight Lieut. J. N. Loring, R.A.F.V.R. 


The King has approved the award of the George Medal to 
Acting Squadron Leader Robert Hill, R.A.F.V.R., Acting 
Flight Lieut. E. L. Whiliams, Leading Aircraftman C. J. 
Boarman, and Leading Aircraftman H. Sumray. The citation 
in a Supplement to the London Gazette dated June 8 reads as 
follows: 

** One night in March, 1942, two aircraft, carrying bombs, collided 
on an aerodrome in Malta and burst into flames. Squadron Leader 
Hill (the station medical officer), Flight Lieut. Williams, and Leading 
Aircraftmen Boarman and Sumray immediately proceeded to the 
scene. Shortly afterwards the bombs began to explode and enemy 
aircraft began to bomb the area. Despite the great danger, Squadron 
Leader Hill, assisted by Flight Lieut. Williams and the two airmen, 
successfully extricated four members of the crews from the wreckage, 
The prompt and gallant action of these officers and airmen un- 
doubtedly saved the four lives. Squadron Leader Hill has invariably 
performed exemplary work in dealing with casualties during heavy 
bombing raids, and both he and Flight Lieut. Williams have set a 
magnificent example which has done much to maintain a high stan- 
dard of morale on the station. The bravery shown by Leading 
Aircraftmen Boarman and Sumray has been an inspiration to others.” 


CASUALTIES IN THE MEDICAL SERVICES 


Surg. Capt. ALGERNON EDGAR PERCY CHEESMAN, R.N., who 
is included as killed in an Admiralty Casualty List published 
on June 10, received his professional education at Guy's 
Hospital and qualified M.R.C.S., L.R.C.P. in 1909. He held a 
house appointment at Leicester Infirmary before entering the 
Royal Navy as surg. lieut. in 1910. He was promoted surg. 
lieut.-cmdr. in 1921, surg. cmdr. in 1923, and was placed on 
the retired list in March, 1941, with the rank of surg. capt., but 
was re-employed for service during the present war. He had 
been a member of the B.M.A. since 1931. 


Surg. Cmdr. DouGLAs ARNOLD NEWwBERY, R.N., who was 
reported missing in Dec., 1941, is now presumed to have been 
kilied in H.M.S. Repulse on Dec. 10, 1941. He received his 
professional education at Guy's Hospital, qualified M.R.CS.. 
L.R.C.P. in 1926, and immediately entered the Royal Navy as 
surg. lieut., being promoted surg. lieut.-cmdr. in 1932 and surg. 
cemdr. in 1938. In Sept., 1926, he was appointed to the flotilla 
leader Keppel, for duty with the destroyers of the 3rd Flotilla; 
in 1929 he joined H.M.S. Iron Duke: and from 1930 to 1933 
he was stationed at Gibraltar Dockyard. After further service 
afloat in H.M.S. Renown and H.M.S. Terror he was employed 
at Haslar Hospital from 1934 to 1937, when he was appointed 
to H.M.S. Sussex. He leaves a widow. He had been a mem- 
ber of the B.M.A. for 10 years. 


Surg. Cmdr. THOMAS CLOVER LARKWoRTHY, R.N.V.R., who 
is now officially presumed killed in H.M.S. Neptune, was 28 
years of age, the son of Mr. and Mrs. G. Larkworthy. Fe 
graduated B.A. at Cambridge in 1924 and qualified M.R.CS., 
L.R.C.P. in 1928, proceeding M.A. in the same year, als9 
taking the B.Chir. degree in 1932 and the M.B. in 1937. He 
had been house-physician at the Brompton Hospital, resident 
obstetrical assistant, house-surgeon, house-physician, and 
casualty officer at St. George’s Hospital, and clinical assistant 
at the Hospital for Women, Soho Square. At the outbreak of 
war he was senior clinical assistant at Brompton, and clinical 
assistant at the Victoria Hospital for Children and the infant 
welfare department of St. George’s. He entered the R.N.V.R. 
before the war and in Sept., 1939, held the rank of surg. lieut.- 
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cmdr., being called up for service in December of that year. 
On Jan. 1, 1941, he was promoted to acting surg. cmdr. and 
was mentioned in dispatches. He leaves a widow. 


Surg. Lieut.-Cmdr. HAROLD THEODORE LOGAN BROADWAY, 
R.N.V.R., is posted as missing, presumed killed in an 
Admiralty Casualty List published on June 24. He received 
his professional education at St. Thomas’s Hospital, qualified 
M.R.C.S., L.R.C.P. in 1932, and then held the house post at 
the Royal Victoria and West Hants Hospital, Boscombe. He 
had been in practice in Dorchester since 1932, in partnership 
with Dr. T. B. Broadway, and was honorary anaesthetist to 
the Dorset County Hospital. He entered the R.N.V.R. as 
temp. prob. surg. lieut. soon after the outbreak of war and 
was reported missing in the Journal of March 21. He had 
been a member of the B.M.A. since qualification. 


Surg. Lieut. JoHN WENLOCK ASHLEY, R.N.V.R., the elder son 
of Mr. and Mrs. L. Ashley of Tenbury, Worcestershire, is 
reported missing, presumed killed on active service last month. 
He was born on Sept. 27, 1914, and was educated at the Univer- 
sity of Oxford, where he graduated B.M., B.Ch. in 1939. He 
entered the R.N.V.R. soon after the outbreak of war and was 
injured while serving in a destroyer in 1940. He had also 
seen service in H.M.S. Hermione. 


Surg. Lieut. JAMES FREDERICK NEWMAN, R.N.V.R., who was 
reported missing in the Journal of Sept. 21, 1940, is now pre- 
sumed to have been killed on active service when his ship, 
H.M.S. Esk, was sunk in the North Sea by enemy action in 
Sept., 1940. He was born on May 1, 1914, and was educated 
at Wycliffe College and the University of Birmingham, where 
he graduated M:B., Ch.B. in 1938. He had held house posts 
at the Staffordshire General Infirmary. In March, 1939, he 
entered the Supplementary Reserve of the R.N.V.R., and when 
war broke out he was mobilized with the rank of temp. surg. 
lieut., and saw service at the first Battle of Narvik and at the 
Dunkirk evacuation. He leaves a widow, Dr. Joan J. Newman, 
who is a member of the medical profession and who was his 
fellow student. 


Wounded or Injured.—Prob. Temp. Surg. Lieut. R. P. M. Miles, 
R.N.V.R. 


Missing. —Squadron Leader J. A. MacCarthy, R.A.F., Capt. C. 
Rigby, R.A.M.C., Lieut. E. Snell, R.A.M.C. 

Prisoners of War.—Lieut. G. D. Cribb, R.A.M.C., Lieut. H. 
Rosenberg, R.A.M.C. 


Medical Notes in Parliament 


Health and Training of Youth 


_On june 16 the House of Commons considered the educa- 
tion estimates. Mr. BUTLER, President of the Board of Educa- 
tion, said that there was a substantial rise in the expenditure 
on education this year due, in part, to increased provision for 
meals and milk. The sum set aside for the youth service had 
also increased from £136,000 to £250.000. Over 700,000 
children now took their midday meals at school. Last year 
1,733 proposals providing for 240,000 children were approved, 
and from January to May of this year the number sanctioned 
was 3,642, providing for over half a million children. He saw 
no reason now why the target already mentioned of one million 
meals a day for children should not be reached by the end of 
the summer. He had consulted his medical advisers before 
making the statement that he believed the health of the 
children—largely thanks to these proposals and to the fact that 
some 3,250,000 children were now getting milk at school—had 
positively improved and that in wartime. It had been decided 
to extend to all schools the benefits of the milk-in-schools 
scheme, now confined to grant-aided schools. The result would 
be that all school children would be able to get milk for drink- 
ing at the price of +d. per one-third of a pint. 

With regard to the school medical and dental services, the 
volume of treatment given to school children in 1941 was almost 
a great as in 1940 and the years immediately preceding the 
war. That was not to say that everything was all right. The 
loss of doctors to the Services had been very severe, but the 
Board was doing its best to meet the situation. . The Board had 
Simulated the formation of new nursery classes and play 
centres to look after the children of women engaged in war 
Work, and for this purpose a new department had been estab- 
lished in Kingsway. He was determined that the educational 
value of the wartime nurseries should find full scope. Perhaps 
4 more direct contribution by the schools to the war effort 
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was the steady flow of qualified recruits for the Services which 
came from the secondary schools. The technical colleges all 
over the country had been given over very largely to the train- 
ing of expert personnel for the Services. 


Youth Advisory Council 

Referring to the youth service, he said that every authority 
for higher education now had a youth committee and a sub- 
stantial number of local organizers had been appointed. To 
help in the growth and expansion of the movement, he had 
felt the need for some closer contact with those connected with 
the actual work, and he proposed accordingly to appoint a 
Youth Advisory Council. This council was the first attempt 
to include in one body many types working among our youth 
—administrators, members of youth committees, and younger 
people engaged in this work, whether in voluntary or pre-Ser- 
vice organizations. One member was a chairman of a Juvenile 
Court, and there would be those who could speak with know- 
ledge of the employer’s and employee’s point of view. The 
chairman would be Mr. Wolfenden, headmaster of Uppingham. 
The great mass of children broke off their education suddenly 
at about the age of 14, Parliament voted millions in the 
estimates, and then ceased to exercise a continued care and 
supervision over adolescents. This loss would not be obviated 
merely by raising the age for full-time schooling to 15 or even 
to 16, though we should take the former step when we got 
the chance. The new registration scheme had already recog- 
nized that up to at least 18 young people should be regarded 
as still falling within the province of the education service. He 
hoped the Youth Advisory Council would be an advance along 
the road to a more integrated national service for youth. To 
do what was right by the health and the welfare of the young 
people not only was continued supervision necessary, but the 
young people must be treated as learners and not simply as 
earners in their first years in employment. In the interests of 
youth, as well as out of consideration for our future industrial 
and commercial welfare, the time had come to review the whole 
system of industrial and commercial training, including the 
apprenticeship systems. 

After debate, the discussion on the estimates was adjourned. 


Committee on Child Welfare 


Mr. ERNEST BROWN told Miss Rathbone on June 11 that an 
advisory committee on the welfare of young children had been 
constituted. He would act as chairman, with Miss Horsbrugh 
as vice-chairman. The committee would advise him on any 
question affecting the welfare of expectant and nursing mothers 
and of children under 5 which are referred to it. It would do 
most of its detailed work through subcommittees appointed for 
the investigation of particular problems. The medical members 
of the Committee are Dr. Ethel Cassie, Dr. Letitia Fairfield, 
Dr. Dennis Geffen, Dr. William S. Macdonald, Dr. Alan 
Moncrieff, Dr. Annie Rowlands, Dr. Charles M. Smith, Mr. 
Arnold Walker, and Dr. Edith Williamson. 


Period of Clinical Studies 


On June 11 Sir E. GRawAM-LITTLE asked Mr. Brown to 
address simultaneously and in the same terms his request, now 
sanctioned by the General Medical Council. to all the medica! 
licensing bodies in Great Britain so as to avoid the inequality 
of sacrifice which must result from sporadic action on the part 
of individual licensing bodies. Mr. BROWN said the General 
Medical Council had communicated on this question with all 
licensing bodies and examining boards in Great Britain and 
Northern Ireland. 


Psychoneuroses and Pensions 

Replying on June 11 to Lieut.-Comdr. Hutchison, Sir WALTER 
WoMERSLEY said the grant of pension for any disability, includ- 
ing psvchoneurosis. depended on whether the condition was 
accepted as attributable to or materially aggravated by service. 
It could not be assumed that a disability could be so accepted 
simply because it led to discharge from the Service. The ques- 
tion must be determined in each case in the light of the nature 
of the disability and the service and medical history of the 
claimant. Provision was made by the Ministry of Pensions for 
the treatment in special neurological centres under the E.M.S. 
of men discharged from the Services suffering from a condition 
of neurosis, provided they were likely to benefit by such treat- 
ment. This treatment was granted whether the condition was 
accepted by the Mimistry or not. i 


Maternity Beds in Scotland 


On June 16 Mr. JoHNSTON told Dr. Summerskill that 42 of 
the 55 Scottish local authorities with power to provide 
maternity beds had done so either in special maternity hospitals, 
of which there were 22 with 555 beds, or in general hospitals, 
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where there were 400 maternity beds. There were also in 
Scotland 700 maternity beds in voluntary hospitals, and 300 
beds in 10 maternity hospitals provided by the Government 
for expectant mothers who had been evacuated, but which in 
practice were also used for other patients. There was, there- 
fore, a total provision of nearly 2,000 maternity beds in the 
country. Local authorities did not specifically allocate beds 
as free ones; they charged according to the patients’ means, 
and in necessitous cases no charge was mace. 


Eye Injuries in Ordnance Factories 


On June 17 Sir ANDREW Duncan told Sir Francis Fremantle 
that returns of eye injuries at Royal Ordnance Factories had 
not hitherto been abstracted from case records, but arrange- 
ments had now been made to obtain these returns. Adequaie 
preventive measures were taken by the provision of guards or 
goggles where necessary. Minor injuries were treated at the 
factory surgery, but where the injury was serious the employee 
was sent to hospital. 


Silicosis Disablement 


On June 16 Mr. Ness Epwarps asked the Home Secretary 
the number of claims for silicosis certificates made by South 
Wales coal-miners to the Medical (Silicosis) Board. Mr. PEAKE 
said that 658 applications for disablement certificates were made 
in 1939, of which 271 were refused; in 1940. 825 were made 
and 396 refused; and in 1941, out of 1,136 applications, 662 
were refused. 

Civilian Medical Services 

Mr. DuNcAN SANDYS, answering Mr. T. E. Harvey on June 
18, said the allocation of doctors for the needs of the fighting 
Services, in relation to those of the civilian population, was 
based on a careful system of priorities worked out by the 
Medical Personnel Priority Committee set up by the Minister 
of Health, the Secretary of State for Scotland, and the three 
Service Ministers. Many medical officers had already been 
granted temporary release from the Army to meet civilian 
needs. This practice had been in force for over twelve months 
and the War Office would maintain it as fully as the needs of 
the Service allowed. 

Mr. BROWN announced on June 18 that the Secretary of State 
for War had agreed in principle to the temporary loan to under- 
staffed civilian hospitals of Army nurses who could be spared. 
Details were under discussion. There was a standing arrange- 
ment under which Army doctors would give all possible 
assistance to a civil hospital if required in an emergency. 
Medical Personnel Priority Committees in each Region had 
constantly under review the co-ordination of military and civil 
hospital services. 

Mr. Ivor THoMas, on the same date, asked Mr. Brown to 
undertake that, before any more general practitioners were 
released for the Services, the E.M.S. would ‘be reduced to a 
size more comparable with proved needs. Mr. BROWN 
answered that a_ percentage reduction in the  whole- 
time medical staffs of hospitals, including those enrolled in 
the E.M.S., was already being carried out in the light of the 
proved needs of the hospitals. In addition, the period for 
which hospital appointments might be held by recently quali- 
fied doctors liable to military service had been restricted. 
The reduction of hospital staffs was, therefore, proceeding con- 
currently with the call for more general practitioners for the 
Services. 


Family Allowances 


On a motion by Wing Commander Wright, in the House of 
Conmons on June 23, commending for the Government’s con- 
sideration a national scheme of allowances for dependent 
children, Sir KINGSLEY Woop said that even if the principle of 
family allowances was accepted there were a number of 
important matters which still remained to be decided: whether 
such a scheme should be contributory or non-contributory : 
whether its benefits should be extended to families of all in- 
comes or be confined to the poorer ones: whether it should 
be confined to the larger families by excluding the first eligible 
child or the first two eligible children in each family. There 
were also much wider and more important considerations about 
the effect of family allowances on the present wartime economy. 
particularly if given on a large scale and paid in cash. If the 
motion were adopted, the Government would give ful! con- 
sideration to the matter in the light of the Beveridge report. 


‘the further conclusions of creanized labour. and the financial 


position. It should be possible for all these matters adequately 
to be considered in the autumn. They would be given 
immediate attention, conclusions would be reached as rapidly 
as possible and communicated to the House. when, no doubt, 
there would be occasion for further discussion. 


MEDICAL NOTES IN PARLIAMENT gy 


Medico- Legal 


A FATAL OVERDOSE OF CARBACHOL 


Carbachol became official in the Third Addendum to the British 
Pharmacopoeia, 1932. Chemically it is carbamylcholine chloride, 
the urethane of choline. It is sold in this country under the 
proprietary names of * moryl” and “choryl.” A foreign pro- 
prietary of similar composition was formerly marketed here 
under the registered name “doryl.’ |= Carbachol is officially 
described as consisting of “small, colourless, hard, prismatic 
crystals, or a crystalline powder.” The dose by mouth is 0.001 
to 0.004 g. and by subcutaneous injection 0.00025 to 0.0005 g. 
It is soluble in equal parts of water. The effects are like those 
of acetylcholine—that is to say, it is a powerful vasodilator and 
cardiac depressant. Carbachol stimulates the parasympathetic 
nervous system. It causes contraction of the intestinal and 
bladder muscle, and is used subcutaneously or intramuscularly 
to re’eve post-operative intestinal atony and promote micturi- 
tion due to atony of the bladder wall. Its action by the mouth 
is less certain than by injection. In comparison with acetyl- 
choline the effects on the gastro-intestinal tract and the bladder 
appear to be greater, and those on the cardiovascular system 
less (F. R. Fraser, Journal, 1938, 1, 1293). Its great value is in 
the relief of urinary retention not due to obstruction. 

The Oxford Mail of June 4 printed a full report of an inquest 
held by the city coroner, sitting with a jury, on Flight-Sergeant 
J. Simpson, R.A.F., aged 41, who died in the E.M.S. department 
of the Cowley Road Hospital after an overdose of “ moryl,” 
The charge-sister said that on May 11 a representative of a 
local firm of chemists called as usual on his daily visit, and 
among other things she ordered ampoules of “ moryl,” but did 
not indicate any specified form. She expected it to be supplied 
as a liquid, with which form she was familiar. She opened 
the box on May 19 for the purpose of giving an injection to 
Sergeant Simpson on the instructions of Dr. Lovas. She noticed 
that the drug was in crystals and was a little surprised not to 
find it in liquid form, though she had seen the crystal type a 
few days before when another sister had asked for some 
“moryl” out of her store. She dissolved the crystals in the 
ampoule in sterilized water and gave the injection at 11.50 a.m. 
She did not then know that the dosage of one ampoule applied 
only to liquid “moryl”’ and not to crystal moryl.” There 
were no instructions on the box stating that crystal * moryl” 
was not to be used for iniection. Another sister gave evidence 
that a nurse whom she had sent to watch Sergeant Simpson 
immediately after the injection while she herself served dinner 
reported that he was breathing strangely. She found him almost 
pulseless, very blue, gasping. and in a collapsed condition. She 
sent for the doctor and started applying oxygen, but the patient 
died at 12.5 p.m. before the doctor’s arrival. The manager of 
the branch pharmacy gave formal evidence of receipt and 
delivery of the drug. He did not know that “ moryl” was 
done up in both liquid and crystal form. When he ordered the 
drug from Savory and Moore’s Oxford establishment by tele- 
phone he was not asked if he required it in liquid. crystal, or 
tablet form. Evidence was then given regarding a patient in 
the same hospital who had an ampoule of “ moryl” on April 9. 
and collapsed, but recovered after oxygen ; and another patient, 
who had had an ampoule of liquid * moryl” without ill effect 
on May 9, but collapsed after administration of an ampoule 
of crystal “moryl” dissolved in water on May 10 
and recovered from this under treatment. In reply to 
the coroner the sister said that she expected that one 
ampoule of crystals dissolved in sterilized water would be 
the same as one ampoule of liquid “ moryl.” The factorv 
manager of Savory and Moore’s said that boxes of “ moryl” 
in crystal form were sometimes sent out with instructions and 
sometimes without. The general practice with hypodermic 
injections was not to issue any instructions as to the way they 
were to be injected. His firm had been making “ moryl” for 
two years and there had been no previous complaint about its 
use. Dr. A. Lovas, a medical graduate of Prague serving in 
the E.M.S. department at the hospital, said that on the day 
after the operation on Simpson for haemorrhoids he gave 
instructions for an injection of one ampoule of “ mory!” to 
be given. Several months earlier he had read the instructions 
given on a box of ampoules of liquid “ morvl,” and_ being 
unaware that “ moryl” was supplied in crvstal form he thought 
it sufficient to give instructions for a patient to have one 
ampoule of “moryl.” If he had known that in two earlier 
cases of collapse crystals had been used instead of liquid. that 
would certainly have put him on inquirv. Dr. A. H. T. 
Robb-Smith, director of pathology at the Radcliffe Infirmary. 
who had conducted a post-mortem examination, gave the 
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opinion that death was caused by an overdose of the drug. 
The jury returned a verdict of death due to an overdose of 
“moryl” accidentally given, and added a rider: “ We consider 
that the method of handling the drug at the hospital and the 
manner of labelling the drug by the manufacturers are both 
deserving of censure.” 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales during the week there was a rise in the 
notifications of whooping-cough 213, diphtheria 54, and cerebro- 
spinal fever 13: and a fall in measles 624, acute pneumonia 
107, dysentery 45, and scarlet fever 33. The largest rises in the 
incidence of whooping-cough were in Warwickshire and 
London, where 51 and 41 cases more than in the preceding 
week were notified. 

Diphtheria, with a rise of 54, due to the experience of Wales 
and Northern England, reached almost the level of the last 
three weeks in May. The lower incidence of measles was more 
pronounced than last week, although the decline was not general 
throughout the country. The largest decreases were those of 
London and Surrey, 157 and 140 less than the totals of the 
preceding week. The high level of incidence in Kent and 
Lancashire remained unchanged, whilst the notifications in 
Durham rose by 51. The lower incidence of scarlet fever was 
mainly due to the experience of London and of Wales. In 
Yorks West Riding and Kent there was a slight increase in 
notifications. Eleven more cases of dysentery were reported 
from Yorks West Riding, Wortley R.D., and this was the only 
outbreak of any note during the week. 

In Scotland a fall in the incidence of infectious diseases was 
reported, dysentery, with an increase of 9 cases, being the only 
exception ; 714 cases of measles, 186 fewer than in the pre- 
ceding week, were notified in Glasgow. 

In Northern Ireland, in Belfast, the notifications of measles 
numbered 342, a decrease of 26, but as only the first case in 
a household has to be notified, unless two months intervene 
between cases, the actual number is probably larger. 


Quarterly Return of the Registrar-General for Scotland 


The report for the first quarter of 1942 shows that Scotland 
enjoyed a very favourable mortality experience, particularly 
from infectious diseases. The marriage rate of 10.3 per 1,000 
was the highest ever recorded for any first quarter in Scotland. 

Live births numbered 21,881 and corresponded to’ a rate of 
17.7 per 1,000 of the population, which was 0.1 below the 
average for the March quarter for the five years 1937-41. The 
illegitimate births were 7.0% of the total and were 1.0 above 
the average. The infant mortality rate—90 per 1,000 live births— 
was an improvement on previous experience. This rate was 
19 below that for the first quarter of 1941 and 7 below the 
five-year average. Maternal mortality was 5.3. per 1,000 live 
births—an increase of 0.4 on the average of the preceding five 
years for the first quarter. 

19,441 deaths were registered during the quarter, equivalent 
to a rate of 15.7 per 1,000 of the population. This rate was 3.2 
below that recorded in the corresponding quarter of 1941 and 
1.8 below the five-year average. There were only 411 deaths 
from the principal epidemic diseases—about one-third of the 
number recorded in the first quarter of 1940. The death rate 
from these causes was 33 per 100.000 of the population—about 
one-quarter of the five years’ average rate for the March 
quarter. The death rates for all forms of tuberculosis were 57 
per 100,000 and 67 for respiratory tuberculosis; these rates 
showed practically no change from the five-vear average. 
Despite the severity of the winter the death rate for both 
bronchitis and pneumonia was only 89 for each cause as com- 
pared with 130 and 135 respectively, the average rate for the 
first quarters of the five preceding years. 


Returns for the Week Ending June 20 


_ The notifications in England and Wales during the week 
included the following numbers: scarlet fever 1.317, whooping- 
cough 1,389, diphtheria 660, measles 6.629. acute pneumonia 
593, cerebrospinal fever 104, dysentery 71, paratyphoid 9, 
typhoid 7. 


Outbreak of Small-pox 


According to statements in the Press there have been up to 
date 22 cases of small-pox in Glasgow. Of 7 patients from a 
ship 2 have died ; 4 cases of small-pox have also been reported 
in the Swindon area. 


EPIDEMIOLOGY SECTION 
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No. 23 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended June 13. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for : («) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Fizures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are tor: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable or no 
return available. 


1942 1941 (Corresponding Week) 

(a) | (b) (c) | (d) Ce) (ad | (b) | | | 

Cerebrospinal fever 140) 8) 28, 1| 5 224) 16 47} 2] 

Diphtheria... 56, 21] 818) 45) 196 24] 25 

Deaths : 12; — — 


Encephalitis lethargica, 
acute Ke — 


Enteric (typhoid and 
paratyphoid) fever | 
Deaths 


Erysipelas 
Deaths | 
Infective enteritis or | 
diarrhoca under 2 | 
Deaths 30, 4 «+14 8 3 43) 3 3 


Measles. . 


6,655) 699) 830| 342]11,597) 357) 167 | 19 
Deaths 2 4 9) 1 1 


Ophthalmia neonatorum 98} 2) 17} 67) 6 


eaths oo f — — | — 


Pneumonia, influenzal* | 687; 27; 3 816 31 2 3, — 
Deaths (from influ- 
enza) 5| — 1) — | — 10 2 3 — 7 


Pneumonia, primary .. | | 209; 21 169 9 


Polio-encephalitis, acute | 
Poliomyelitis, acute .. 6 — | — | — 2 7 1 2 — 
Deaths = —|— 


Puerperal fever — 4 12 
Deaths | | — 


Deaths 


Deaths ‘ 


Scarlet fever 1,025. 65: 200 62 39 962) 51 152, 37) 29 


Typhoid fever .. 3 5 2 
Deaths 


Whooping-cough 1,350 144 48 42° 12) 3,774 135. 312, 
Deaths = 5| 1 244 — 
Deaths (0-1 year) 287, 38; 58, 39) 23g 293} 9) 40; 30) 
Infant mortality rate } 
(per 1,000 live births) | 


ow, 


Deaths (excluding still- | 
births) 
Annual death rate (per 
1,000 persons living) 


3,797 $67, $29 224 102) 4,412! 558 664 214 127 
11-9,15-0 + 


14-5 142 
5,463) 569 871, 557, 261} 4,620% 334. 911 304 173 


Live births 
Annual rate per 1,000 


persons living 18-0) 37:2) + 18-5} 20:2) — 
Stillbirths .... | 227/28, 41; | 40, | 
Rate per 1,000 total 
births (includin | | 
stillborn) .. << 45 42 


* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
, + Owing to evacuation schemes and other movements of population, birth and 
Geath rates for Northern Ireland are no longer available. 
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Medical News 


Prof. Major Greenwood, F.R.C.P., F.R.S., will give a public 
lecture on “ Civilian Hazard of Life in this War and in the Last: 
A Profit and Loss Account for 1915-16 and 1940-1 ” at the London 
School of Hygiene, Gower Street, W.C., on Thursday, July 16, at 
2.30 p.m. 

The thirty-first Long Fox Memorial Lecture will be delivered in 
the Lecture Theatre of the H. H. Wills Physics Laboratory (Royal 
Fort), University of Bristol, on Tuesday, July 7, at 8.30 p.m., by 
Prof. C. M. Yonge, D.Sc., whose subject is ‘‘ The Experimental 
Study of Development.” 


The London and Home Counties branch of the Child Health 
Planning Group will hold its inaugural meeting at 13, Hill Street, 
Berkeley Square (British Dental Association headquarters), on Satur- 
day, July 18, at 2.30 p.m. 


The name of Col. Robert Bruce, D.S.O., M.D., Deputy Lieutenant 
for the County of Aberdeen and chairman of the Territorial Army 
Association for the County of Aberdeen, was omitted from the list 
of Birthday Honours published in the Journal of June 20. He 
received the C.B. (Civil Division). 


The Heberden Society has awarded the Heberden Medal for Re- 
search in Rheumatic Diseases for 1942 to Dr. Philip S. Hench of the 
Mayo Clinic, Rochester, Minnesota, in recognition of his dis- 
tinguished contributions to the subject over a number of years, and 
particularly of his most recent work on the effect of jaundice on the 
course of rheumatoid arthritis. 


The 89th annual general meeting of the Governors of Epsom 
College was held on June 19 at 49, Bedford Square, London, W.C. 
In moving the adoption of the Council’s report, Lord Leverhulme, 
the President, congratulated the Treasurer, Council, headmaster, and 
bursar for the way in which they had tackled the burdens of an 
exceptionally difficult year, Which showed a reduction in numbers 
and a financial loss. The report was unanimously adopted, and the 
Governors received the announcement of Foundation scholarships, 
pensions, and educational grants awarded by the Conjoint Committee 
in May. 

The Queen has allocated £2,000 from the “ Bundles for Britain ” 
Fund to the Belfast Hospital for Sick Children towards the establish- 
ment of a child guidance clinic. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, British MepicaL JOURNAL, B.M.A. 
House, TAvistock Square, Lonpon, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

ELEGRAPHIC_ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, pon 

B.M.A. ScorrisH OrFice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Coitsfoot 
“ TUsSILAGO ” writes: Can any colleague put me wise about colts- 
foot, said to be good for asthma? Should the leaves be young or 
mature? How are they cured? I read that coltsfoot was smoked 
before the arrival of tobacco in this country, and that Pliny advised 
that the smoke from the burning leaf be inhaled through a reed. 
Information about the manufacture would interest me. 


Blood Slides in Heat Pyrexia 

Wing Commander S. B. S. SmitH (R.A.F. Medical Branch) writes : 
I note that Surg. Lieut.-Cmdr. Corr in his article on treatment 
of heat pyrexia by lumbar puncture (June 20, p. 761) makes no 
mention of blood slides being taken to exclude malaria. Hyper- 
pyrexial malaria is not uncommon when high atmospheric 
temperature is combined with high humidity. Were blood slides 
taken at a later date, and if so with what result ? 


Income Tax 
Assistant’s Accommodation 
D. S. pays his assistant a salary, etc., ‘‘ and £113 allowance for rent 
and rates of g furnished house which he has taken.” He under- 
stands that if he pays the rent himself the assistant would not have 
to account for tax on the £113; but could he (D. S.) continue to 
deduct that amount as a professional expense? 


*.* The reply cannot be given in quite such simple terms. If 
D. S. had taken the furnished house and required the assistant to 
live in it, he could have deducted the £113 as a professional 
expense and the assistant would not have been liable to tax on it, 
as the benefit would not have been convertible by him into money, 
But as matters stand payment of the £113 is a monetary liability of 
the assistant, and if D. S. discharges that liability for him the effect 
is the same as if he had paid him that amount in cash. If the 
tenancy and service agreements are altered making D. S. the tenant 
and requiring the assistant to live in the house provided, the 
assistant will cease to be liable to tax on the £113 as from. the 
effective date of the change, and D. S. will still be entitled to 
deduct that amount as a professional expense; but until such a 
change is made no difference in the legal position with regard to 
income tax would be created merely by the rent and rates of the 
premises being paid by D. S. instead of by the assistant. 


LETTERS, NOTES, ETC. 


A Family History of Intussusception 

Mr. Joun J. Liston, honorary surgeon to the Royal Portsmouth . 
Hospital, writes: In May this year I operated on Sylvia X, 
aged 4 months, for intussusception. It was of the ileo-caecal type 
and early. She was the 14th child of the family. The mother stated 
that several of her children had suffered from the condition 
previously. On inquiry the following history was obtained. 
Reginald X died after operation for intussusception; age and 
date not known as the records have been “ blitzed.”’ Leslie X, 
aged 9 months, died after operation on April 5, 1930, for intus- 
susception. Kenneth X, operation for intussusception on July 
30, 1939, aged 3 years, alive and well. Ronald X, operation 
for intussusception on March 3, 1933, aged 5 months. Again 
operated on for intussusception on July 7, 1933; alive and well. 
Sylvia X, case quoted above, alive and well. 


Blood Groups in Nullity Suit: Correction 

We regret the clerical error by which, in the note under this title 
which appeared in our issue of June 20, p. 776, the child’s blood 
group was given as ABN instead of ABMN. The mistake did not 
contradict the double exclusion of the husband (OM) from 
paternity which was the outstanding feature of the case, but had 
the effect of also excluding the mother (BM). 


MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal of July 2, 1842: 


“The peaceful but arduous labours of the medical man render 
peculiarly obnoxious to him the heart-burnings, jealousies, and strifes 
engendered by the present condition of medical affairs. To 
continue his way, quietly and respectably, in the exercise of his 
profession, benefiting mankind by his science, while he procures for 
himself and his family the means of honourable existence, is the 
main object of his ambition. To pursue this object in peace is 
impossible under the existing state of medical affairs. The conflicting 
interests of our rulers have entailed upon us the curse of the dis- 
obedient son; the hand of the medical man is incessantly raised 
against his brother; laws and regulations, with the enactment of 
which we have no concern, have created a diversity of interests 
in our community, and introduced confusion and strife into 4 
commonwealth where harmony of feeling and identity of interests 
should have prevailed; the character of the medical man is thus 
lowered in his own eyes, while the public estimation which he 
enjoyed is deteriorated in a still greatér degree. These facts are 
brought home to every member of the profession in all parts of the 
empire. At one time the demand for medical reform was but @ 
low and confused murmur; it is now the voice of the many—strong 
in number, and confident in the justice of their cause. But what is 
the measure of reform which we ask?—what the amendment which 
the enemies of reform affect to represent as a destruction of ancient 
institutions, prompted by a vague and restless love of change? 
The majority of reformers—those with whom all prudent and true 
friends of the profession are prepared to act—require nothing very — 
violent in action, or destructive in its effects; they simply ask, as 4 
fundamental measure, the institution of an uniform qualification for 
all persons who shall hereafter enter the medical profession; and, 
as a necessary consequence, they demand an equality of privileges 
for all those who shall have thus obtained an uniform qualification.” 
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ADMINISTRATION 


In the choice of a sedative for pro- 
™™™ longed administration, toxicity assumes 

greater importance the longer the period 
of treatment. 


A safe yet potent analgesic for con- 
tinuous treatment is offered to the 
physician in ‘Anadin”’ Tablets. The 

‘ sedative and antipyretic qualities of 
acetphenetidin and aspirin are, in ‘Anadin,’ potentiated by the addition of 
quinine and caffeine. 


Potency and uniformity of action are assured without high dosage of 
any single component. Devoid of any opiate or barbiturate, toxicity and 
powers of habit formation are negligible. Gastric intolerance is seldom 
encountered. 


Indications. Neuritis, cephalalgia and mild insomnia. Influenza, acute 
rheumatism and other pyrexiat conditions. Rheumatoid arthritis, fibrositis, 


myalgia, dysmenorrhoea. 


ANADIN LIMITED 12 CHENIES STREET, LONDON ,W.C.I 


Formula 
Acetphenetidin gr. iii Caffeine Alkaloid gr. 
Ac. Acetylsalicylic gr. iii Quinine Sulphate gr. 


“JOHN WYETH 


These are the words which invariably 
greet the doctor when prescribing 
‘Petrolagar ’ for children. 


Children find the emulsion delightful 
to take, as they like the pleasant creamy 
taste. The parents also appreciate this 


IN 2 VARIETIES safe, non-habit forming aid to bowel 
@ PLAIN movement. The doctor most of all is 


@ PHENOLPHTHALEIN gratified with the therapeutic efficacy of 
‘ Petrolagar.’ 


Petrolagar 


& BROTHER LTD. 25. OLDHILL PLACE, LONDON. N.16. 


(Sole distributors for Petrolagar Laboratories Ltd.) 
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MEGALOBLASTIC ANAEMIA OF PREGNANCY AND THE PUERPERIUM 


L. S. P. DAVIDSON, M.D., F.R.C.P.Ed.&Lond. 
L. J. DAVIS, M.D., F.R.C.P.Ed., M.R.C.P.Lond. 


AND 


JAMES INNES, M.B., Ch.B., M.R.C.P.Ed. 


(From the Department of Medicine, University of Edinburgh) 


Apart from the apparent anaemia caused by physiological 
dilution of the corpuscles resulting from increased plasma 
volume in pregnancy (Dieckmann and Wegner, 1934) and 
the hypochromic anaemia due to nutritional iron deficiency 
which has been shown by Davidson, Fullerton, and Camp- 
bell (1935) to be of frequent occurrence in pregnant women 
of the poorer classes, it has been recognized since 1842 
(Channing, 1842) that a severe anaemia of the pernicious 
type may complicate pregnancy. Very occasionally it is 
of the classical Addisonian type, having antedated the onset 
of pregnancy, but more often it is an anaemia closely 
resembling Addisonian pernicious anaemia which develops 
during the course of pregnancy. Osler (1919) discussed 
this latter condition and pointed out that it differed from 
Addisonian anaemia in that recovery, when it takes place, 
is permanent. It should be noted, however, that the num- 
ber of cases upon which this observation was based was 
small and that the haematological data submitted were 
inadequate and unsatisfactory—for instance, two of the 
cases had a colour index of 0.6. 


A number of cases of this type of anaemia have been 
recorded in temperate climates during the past 20 years, but 
most authors have stressed its rarity. Thus Evans (1929) states 
that not one case of macrocytic anaemia was observed in 4,000 
pregnancies. Whitby (1932), Wilkinson (1932), Bethell (1936), 
and Musser (1940) all indicate that the condition is encountered 
but seldom. On the other hand, Stevenson (1938) during six 
years studied 30 cases in Glasgow, which she classified as 
“pernicious, megaloblastic, or hyperchromic anaemia of 
Pregnancy or puerperium.” It is significant to note, however, 
that of her 30 cases only 17 had a colour index above unity, 
and that Price-Jones curves showed a shift to the right in only 
6 cases. Leucopenia was present in 8 cases only. She con- 
cluded, on the basis of the frequency with which polychromasia, 
nucleated red cells, and immature leucocytes were observed, 
that the blood pictures reflected greater activity of the bone 
marrow than is found in Addisonian pernicious anaemia in 
telapse, and that an added iron deficiency sometimes com- 
plicated the picture. No observations on the bone marrow were 
recorded by Stevenson or the other workers mentioned above. 
Another significant observation by Stevenson’ was 
achlorhydria was uncommon, being present in only 3 of her 19 
cases. 

Investigation of 16 Cases 

In Edinburgh during the past two years we have studied 
16 cases of this type of anaemia referred to us by our 
Obstetrical colleagues. During this period there were approxi- 
mately 8,000 confinements in the maternity hospitals concerned, 
but as no special study of anaemia in pregnancy was being 


that” 


undertaken by us, and as the cases were seen only in the course 
of our routine work as hospital physicians, it is reasonable 
to assume that many additional cases occurred during the 
period under review. Seven of the cases were seen by us 
prior to the use of liver therapy, but in the remaining 9 cases 
treatment had been instituted from two days to two months. 
before we were called into consultation on account of their 
refractoriness to treatment. 

Age.—The ages of the patients are set forth in the Table. 
It will be noted that 9 were between 23 and 30, 5 were between 
30 and 40, and 2 were aged 41. It is evident that the ages 
are considerably lower than those commonly met with in 
Addisonian pernicious anaemia. 

Number of Pregnancies—Two of the patients were primi- 
gravidae, 6 were primiparae, 4 were in their seventh, and 
4 were in their third, fourth, sixth, and ninth pregnancies, 
respectively. It is commonly held that pernicious anaemia of 
pregnancy occurs mainly in women who have borne several 
children, but it will be seen that this is not supported by our 
experience. 

History of Anaemia.—Only 2 of the patients were seen by 
us before delivery, but examination of case records revealed 
a history of marked pallor and dyspnoea during pregnancy 
in 13. In 8 of these cases haemoglobin figares were available. 
ranging from 18 to 52%, and more detailed haematological 
data available in 4 of them indicated a severe anaemia of the 
pernicious type. It was repeatedly noted that the anaemia 
became progressively more severe during the last two months 
of pregnancy. 


Peripheral Blood Findings 


The data recorded in the Table are those obtained when 
the patients were first seen by us. It has already been noted 
that liver therapy had previously been instituted for varying 
periods of time in 9 cases before they came under our 
observation. 

The red cell counts are seen to vary from 0.57 to 3.2 millions 
per c.mm., being below 1.7 millions in t1 of the cases. 
Haemoglobin concentrations were estimated by the Haldane 
method, 100% being equivalent to 13.8 g. per 100 c.cm. The 
figures ranged from 12 to 52%, being below 40% in 12 cases. 
Ten of the patients had colour indices above unity. It is 
generally agreed, however, that the normal range is from 0.9 
to 1.09. On this basis the colour indices were greater than 
normal in only 6 cases, within normal limits in 8 cases, and 
below normal in 2. Of the 7 patients seen before beginning 
treatment, only 3 had colour indices above 1.09, while of the 
5 seen within a week of beginning liver therapy 4 had colour 
indices within the normal range. In view of the short time 
that had elapsed since treatment of these latter patients. 


had been started, we consider it improbable that they had 
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previously displayed high colour indices. Of the 2 hypochromic Slaiatiaae. Davis, and Innes, 1942). The bone marrow in | Addiso 
cases, one (No. 9) was an unusual case, to which further refer- Case 13, which gave a normoblastic picture, was examined two | was de 
ence will be made, while the blood picture of the other (No. 8) weeks after a response to liver therapy had occurred. haemo 
was modified by a blood transfusion given shortly before the Gastric Juice—It was practicable to carry out gastric | cases ¢ 
recorded blood examination was made by us. analysis in only 11 of our cases when they were first seen, | tecovel 

Anisocytosis and ovality of outline of the red cells were not Free hydrochloric acid was present in 7. In the course of | action 
considered by us to be so prominent in these cases of anaemia subsequent examinations free hydrochloric acid was ‘found in | large ¢ 
of pregnancy as we have been accustomed to find in classical 3 of the cases that had not been tested previously. Thus of | fepeate 
Addisonian anaemia of equivalent severity. 14 cases tested only 4 were found to __ a histamine-fast | bronch 

Macrocytosis.—Price-Jones curves were not constructed, but achlorhydria. Since 
the films were carefully inspected with a view to assessing the Sepsis.—Septic complications developed during the puerperium | only tv 
approximate frequency of cells of different sizes. We feel that, in 9 cases. The conditions were: mastitis in 4 cases, pyelitis se 

ollowe 
Table showing Details of 16 Cases of Megaloblastic Anaemia of Pregnancy el 
Group I.—Cases DISPLAYING A PROMPT RESPONSE TO LIVER THERAPY: 

Amount | Cons 
Peripheral Blood of Time of saiveatie 
Case No., Age, etc = ~~ | Sternal Marrow | Free Liver Initial : 

| 
perc.mm.)} | per c.mm. Response 
In our 
{A) Cases studied before | 

No. 1, aged 41, para. 8 40 2-07 1-00 5,400 | Megaloblastic + | 4 | 3 days followi 

«B) Conse first seen after starting I liver therapy: leucope 

No. 3, aged 33, 40 1-47 1-33 12,000 |, Not examined 4 days achlort 

No. 4 oo ae Bi 32 1-48 1-08 3.800 | Megaloblastic, | — 6 on 

with early | feature 
normoblastic red cel 

differentiation | | 1 
1-01 1-09 | 19,800 | | as cla: 
require 
Group II.—Casrs DisPLAYING A DELAYED RESPONSE TO LIVER THERAPY: seem 

| . 
(A) Cases studied before starting | liver therapy : : ; | | serving 

No. oo 29, para.6 .. , 17 0-58 1-45 5,200 Megaloblastic + | 28 26 days pernici 

32 1-45 1-20 + | 60 4 months acid i 

| | | (died from of mac 

| sepsis) E 
48 3-20 0-75 5,200 Normoblasts | + 30 7 weeks 

ut megalobilasts | 

(Case 
pernici 
(B) Cases first seen after starting, liver therapy | | that th 

No. 10, aged 38, para. 6 . : 12 0-57 1-05 10,400 Megaloblastic + 16 15 days matura 

normoblastic ter 

No.12 , 24 ,, 0 52 2-18 1-19 10,200 | Not done + 15 3 weeks substitt 

29 1-20 1-21 3, Normoblastic* + 42 

29 1-33 09 8,800 | Not done | Not | 48 | pregnal 

No. 15, 29 1 32 1-58 1-01 4,000 | Normoblast » | 
” ” : ormoblasts - | 2 
preponderate, | periphe 
; but megaloblasts | picture: 
No.16 ,, 29 ,, -0, seen before liver 21 0-80 1-30 7,000 Megaloblastic Not 6 Died following 
therapy began done | transfusion Owir 
| 3 days after 
{ | | liver appear 
| * Sternal marrow examined two weeks after beginning of response to liver therapy. se 
with experience and using a constant magnification, a very fair in 3 cases, and pneumonia in 2. In 3 of these patients — 
approximation can be obtained by visual inspection. In 9 of a streptococcal stomatitis had also been present during ollow 
the cases *we noted numerous macrocytes, and formed the pregnancy. upon s 
opinion that the mean cell size was greater than normal, while Treatment and Progress — 
in 7 the mean cell size did not appear to exceed normal limits. All the patients were given liver extract parenterally in ample J ;, mats 

Leucocytes.—In 9 patients the white cell counts were within doses. In 5 cases this resulted in a typical reticulocyte response the tre: 
or below normal limits. A leucocytosis was present in 4, all within a week and a subsequent adequate rise in the red cell anaemi: 
of whom were suffering from septic complications. count. Ten patients were temporarily refractory to treatment patient 

_— for periods varying from eleven days to several months. expensi 
Other Findings All received intensive parenteral liver therapy, well-known The : 

Sternal Marrow.—Sternal puncture was performed in 13 of preparations such as anahaemin, pernaemon forte, campolon, wneettle 
the cases. The resulting films with one exception showed neohepatex, haemex, and reticulogen being used. In order a | 
numerous primitive megaloblasts. In 6 of the 7 cases seen to eliminate the possibility of the failure to respond being due factor | 
before beginning liver therapy the qualitative and quantitative to an inert batch, more than one brand was invariably pregnar 
erythroblast pictures were identical with those found in administered to such refractory cases. In addition to liver hydroct 
Addisonian pernicious anaemia in the stage of relapse. The extract, all the refractory cases were treated with iron, and] oj), pr 
remaining marrow film, from Case 9, contained many megalo- many of them also received yeast and ascorbic acid. In spite cues 
blasts, but the normoblasts were more numerous than we _ of this treatment 6 cases continued to be refractory for a month imports 
should expect to find in a case of Addisonian pernicious or longer. In 12 of the severest cases life had to be sustained sequent 
anaemia at the level of 3.2 million erythrocytes perc.mm. The by blood transfusion because of the low blood level and the Shenitle 
marrow films from the cases seen subsequent to starting liver unsatisfactory clinical state. In some of the refractory cases to alter 
injections presented the mixed megaloblastic and normo- blood had to be given repeatedly, sometimes over several weeks. i seal 
blastic pictures that have been previously described by us In some cases liver therapy resulted in the same dramatic foetus 
in Addisonian pernicious anaemia responding to treatment haematological and clinical improvement as is seen in 
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Addisonian pernicious anaemia, but in others the response 
was delayed, and when it occurred the rise in red cells and 
haemoglobin was gradual and protracted. Fourteen of the 
cases eventually made a complete clinical and haematological 
recovery. One patient (Case 16) died after a transfusion re- 
action ; another (Case 8) died six months after delivery, despite 
large doses of liver extract, iron, yeast, and ascorbic acid, and 
repeated blood transfusions; death was attributed to severe 
bronchiectasis and pyelonephritis. 

Since all these patients have been under observation for 
only two years, or less, it is impossible to make any statement 
regarding the permanency of recovery. Four have been 
followed during periods of six to twenty-four months and 
have maintained satisfactory blood levels without further 
treatment. 

Discussion 

Consideration of our own findings as well as those of previous 
investigators (e.g., Osler, 1919; Stevenson, 1938) reveal that 
a considerable proportion of cases of “ pernicious anaemia of 
pregnancy ” fail to satisfy all the criteria that are usually 
required for a diagnosis of Addisonian pernicious anaemia. 
In our opinion, for the diagnosis of the latter condition the 
following features should be present: a blood picture dis- 
playing anisocytosis, macrocytosis, ovalocytosis, hyperchromia, 
leucopenia, and thrombocytopenia, and a_ histamine-fast 
achlorhydria. In none of our group of 16 cases were all these 
features present. Basing a diagnosis solely on the peripheral 
red cell picture, we should have designated 5 of our cases 
as classical pernicious anaemia, while 7 more would have 
required careful consideration, since the colour indices were 
considerably higher than would be expected in iron-deficiency 
anaemias of comparable severity. The outstanding features 
serving to differentiate many cf our cases from Addisonian 
pernicious anaemia were the presence of free hydrochloric 
acid in the gastric juice and a lower frequency and degree 
of macrocytosis and ovalocytosis. 

Examination of the sternal marrow obtained before and 
after beginning liver therapy revealed with one exception 
(Case 9) pictures identical with those found in Addisonian 
pernicious anaemia at equivalent stages, and clearly indicated 
that these anaemias have for their immediate cause arrested 
maturation of the megaloblasts. Accordingly we propose that 
the term ‘“ megaloblastic anaemia of pregnancy” should be 
substituted for the misleading name “ pernicious anaemia of 
pregnancy ” on the grounds that the megaloblastic appearance 
of the bone marrow is characteristic and constant, while the 
peripheral blood findings are variable. The varying blood 
pictures are probably due to coexisting deficiencies of other 
haematinic factors. 

Owing to the varying peripheral blood picture it does not 
appear practicable to establish adequate criteria for diagnosis 
without examination of the sternal marrow. Since severely 
aNaemic patients with colour indices within or below the 
normal range may respond promptly to liver extract it would 
follow that the institution of rational treatment is dependent 
upon sternal puncture. The alternative is the empirical ad- 
ministration to all such patients of liver extract in addition to 
iron. Although manifestly undesirable, empirical liver therapy 
Ils perhaps less deserving of’ censure in this instance than in 
the treatment of other types of anaemia, since megaloblastic 
anaemia of pregnancy is of temporary duration, and the 
patient is accordingly not permanently condemned to an 
expensive and tiresome treatment. , 

The aetiology of megaloblastic anaemia of pregnancy is still 
unsettled. The most acceptable explanation is that the primary 
cause lies in a temporary failure of secretion of the intrinsic 
factor of Castle by the stomach during the later months of 
pregnancy (Strauss and Castle, 1933). That the secretion of 
hydrochloric acid may be temporarily impaired in a consider- 
able proportion of pregnant women has been established by 
Strauss and Castle (1932). Other factors held to be of 
importance are: (1) reduced intake of extrinsic factor con- 
sequent upon poor diet, capricious appetite, anorexia, and 
vomiting ; (2) impaired absorption from the small intestine due 
to altered hydrogen-ion concentration of its contents secondary 
to reduced gastric acidity ; and (3) increased demands by the 
foetus for haematinic principles. We are unable to express 


any opinion on impaired production of intrinsic factor by the 
stomach or failure of absorption by the small intestine, as we 
have made no special investigation of these points. With 
regard to diet, in some of our cases it was apparently satis- 
factory, but in others it was undoubtedly poor. Furthermore, 
in some patients undue anorexia and vomiting were known 
to have occurred, whereas in others no note of such symptoms 
appeared in the case records. Nevertheless, since the bone 
marrows were megaloblastic, it can be safely assumed that 
there was an insufficiency of liver factor for normoblastic 
erythropoiesis. 

Ten of our cases were refractory to treatment for longer 
or shorter periods before they eventually responded. This 
failure suggests the existence of a state of temporary arrest 
of erythropoietic function consequent on the absence of some 
essential factor additional to the liver principle. A similar 
state of affairs not infrequently occurs in sprue, in which a 
megaloblastic marrow may fail to react to parenteral liver 
extract. One of us has previously noted (Davidson, 1939) that 
in this condition a response may occur when liver therapy is 
supplemented by a high-protein diet. This would suggest that 
some factor in protein is necessary for erythrocyte production, 
possibly in connexion with stroma formation. 

An alternative hypothesis is that refractoriness to treatment 
is related to a functional inability of the bone marrow to 
utilize the various haematinic principles because of the pro- 
found strain of pregnancy and the shock of labour occurring 
in a severely anaemic patient. In this connexion we wish to 
draw attention to the disastrous fall in the blood count which 
may result from a normal blood loss in such women during 
childbirth. Data available to us show that a haemoglobin leve} 
of 30 to 40% before labour may drop to a figure of 15 to 20% 
immediately subsequent to delivery. 

The inhibitory effects of sepsis on liver therapy have been 
widely accepted. In 6 of our cases it is possible that sepsis 
played a part in this delayed response to liver therapy, but 
one of us has had cases of Addisonian pernicious anaemia 
with severe pneumonia with blood counts of a million or less 
which responded promptly to liver therapy (Davidson, 1933). 
Furthermore, in some of our present group of pregnancy cases 
refractory to treatment no sepsis could be found. 


Conclusions 

The practical conclusions drawn from our experience on 
which we wish to lay particular emphasis may be stated as 
follows. 

1. It should be recognized that a severe megaloblastic 
anaemia may occur during pregnancy or the puerperium 
although the colour index may be unity or less. 

2. Despite the administration of large quantities of liver 
extract, iron, and yeast, no response may be obtained for a 
considerable time in a proportion of such patients. 

3. Our experience indicates that the great majority of 
refractory cases eventually make a complete recovery if life 
is maintained by blood transfusions while persevering with 
vigorous haematinic treatment. A study of the Table will 
show that, no matter how severely anaemic the patient, a good 
prognosis can be given if these measures are carried out. 

4. The paramount importance of recognition of anaemia 
during pregnancy cannot be stressed too strongly, as only by 
this means can the acute exacerbations which tend to occur 
during the last two months of pregnancy be prevented. 


Summary 

A severe type of anaemia associated with a megaloblastic 
bone marrow occurring during pregnancy and the puerperium 
has been defined and its points of resemblance to and distinc- 
tion from Addisonian pernicious anaemia considered. 

Sixteen cases have been recorded and their haematological, 
clinical, and therapeutic aspects discussed. 

Ten of the cases were temporarily refractory to treatment 
with massive doses of liver extract, iron, and other haematinics. 

Attention has been drawn to the vital importance of per- 
severance with intensive therapy in refractory cases and to the 
necessity for sustaining life by blood transfusions until a 
response is obtained. 
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On a basis of bone-marrow cytology, the term “ megalo- 
blastic anaemia of pregnancy and the puerperium ™ has been 
proposed for this type of anaemia. 


We wish to thank our colleagues on the medical and obstetrical 
staffs of the Royal Infirmary of Edinburgh and the Western General 
Hospital, Edinburgh, for allowing us to investigate and report on 
the above cases. Two of us (L. J. D. and J. I.) were in receipt of a 
Crichton Research Scholarship and a Leckie Mactier Fellowship in 
Medicine respectively during the period of this investigation. 
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ASPHYXIA FOLLOWING DENTAL 
EXTRACTION IN A HAEMOPHILIAC 


WITH A NOTE ON THE 
SPREAD OF INFECTION IN LUDWIG’S ANGINA 


BY 
Cc. L. ENDICOTT, L.D.S. 


Director, Eastman Dental Clinic 


J. H. MITCHELL, L.D.S. 
Chief of Staff, Eastman Dental Clinic 


AND 


G. QVIST, F.R.C.S. 
Late Surgical Registrar, Royal Free Hospital 


The dangers of dental extraction in haemophilia are well 
recognized, and numerous cases of persistent haemorrhage 
are on record. The case here described is of interest on 
account of the anatomical extent of the haemorrhage, the 
extravasation of blood involving the deep cervical tissues 
as far down as the larynx, so that tracheotomy was 
necessary. 
Case Report 


The patient, a man aged 35, attended the Eastman Dental 
Clinic on Oct. 14, 1941, complaining of pain for two days 
localized to the right second lower molar tooth. He did not 
admit any previous history of bleeding, so that when dental 
extraction was performed it was not known that he was a 
haemophiliac. 

His history, which was obtained later, showed that he had 
in fact suffered from recurrent haemorrhages from the age of 
19. There was no abnormality of bleeding among his parents 
and six brothers. When 19 years old he was admitted to St. 
Bartholomew’s Hospital with a large haematoma of the thigh 
following a trivial injury, and was readmitted a year later for 
haemorrhage after dental extraction, when bleeding continued 
for one week and 550 c.cm. of blood was given. On this 
occasion the blood-coagulation time was 174 minutes; after 
the blood transfusion it was 8} minutes. At the age of 24 he 
was admitted to Guy’s Hospital with a haematoma of the 
rectus abdominis and haemarthrosis of the left knee. Bleed- 
ing-time was normal and coagulation time was 13 minutes on 
one occasion (12/5/30) and 16 minutes on a second occasion 
(24/12/30) (control, 6 minutes). He was readmitted to St. 
Bartholomew’s at the age of 31 with a haematoma of the 
forearm. The bleeding-time was then 2 minutes 10 seconds 
and coagulation time 3 minutes 30 seconds (27/8/37) (control, 
2 minutes 10 seconds) ; platelets, 244,000. 

When seen on Oct. 14, 1941, the patient had a tender loose 
second right lower molar, which was removed under gas 
anaesthesia. There was no undue difficulty or bleeding, and 
the patient went home. He returned in the afternoon, 5 hours 
later, bleeding from the tooth socket, which he stated had 
begun on the way home. The usual methods of control were 
attempted—plugging with dry gauze, adrenaline gauze, etc.— 


BRITISH JULY | 
MEDICAL JOURNAL 
without relief. The patient was kept in the casualty ward, but 
in spite of repeated packing slow bleeding continued. Early —_—e 
the next morning, 18 hours after extraction, examination of = 
the mouth showed that bleeding was proceeding from the gum FS: 
at the site of extraction just behind the lower right first molar. | 1. Sow 


Blood was welling up slowly from the depths of the socket, 
and there was no evidence of any tear of the mucosa other 
than at the actual situation of the extracted second molar. 
There was some swelling of the floor of the mouth just medial 
to the molar region, with the appearance of a submucosal 
haematoma. Two catgut stitches were introduced, closing over 
the gum, and external bleeding ceased immediately. Bleeding 
returned after two hours, and a third stitch was put in; no 
further haemorrhage occurred from this site. At this time, 
24 hours after extraction, it was noted that the submucous 
swelling of the right side of the floor of the mouth had in- 
creased considerably, and there was now in addition a 
haematoma of the right side of the tongue and swelling of the 
right submaxillary region of the neck. It was believed that, 
bleeding from the gum having been controlled, tension in the 
tissues would not have to be very great to check what was 
regarded as a capillary ooze. Blood transfusion was begun. 
During the next few hours the haematoma of the tongue 
spread to involve the whole organ, and swelling of the neck 
extended downwards, mostly on the right. During the course 
of the next day it became obvious that the larynx was being 
involved. Stridor was present and respiration was embarrassed, 
so that tracheotomy was necessary (54 hours after extraction). Baling v 
Actually breathing became extremely difficult on lowering the wing a 
patient into the semi-supine position, and consciousness was (1939) 
lost just after incising the skin under local anaesthesia. On J 
re-establishment of an airway with the tracheotomy tube, con- § 3. Pat/ 
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sciousness was recovered rapidly. The tracheotomy wound arises iS 
oozed continually and severe epistaxis started, and in spite of fthe neck. 
continued blood transfusion the patient died a few hours later, ffrom the 
66 hours after the extraction. of the tc 
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Fic. 1.—Specimen showing infiltration of blood into the Oed 
mucous acaieane of the larynx and upper part of the trachea. ‘. be em 
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Necropsy confirmed the presence of massive infiltration of f floor of | 
the cervical tissues with blood, extending from the floor of the } larynx m 
mouth and tongue down to the larynx and upper part of the | spread al 
trachea. The epiglottis and aryepiglottic folds were much J a, pointe 
swollen with blood and oedema in the submucosa, and extremel} 
mucous membrane of the larynx and upper part of the trachea plication 
was infiltrated with blood, more marked on the right (Fig. 1). Ty 
Careful search was made for a source of bleeding outside the 0 
gum, but none could be found. 
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NAL 
Commentary 
iin oe Several points of interest arise from consideration of this 
> gum pase : 
molar. | 1. Source of Haemorrhage.—The source of bleeding seems 
ocket, fo have been a capillary ooze from the mucoperiosteum of 


other 
molar. 
nedial 
ucosal 


he alveolus. Although external haemorrhage was controlled 
y stitches, blood must still have been escaping into the 
ubmucosa of the floor of the mouth. Extraction had been 
imple and trauma slight. 


over 

codiad 2. Control of Haemorrhage in Haemophilia.—It is doubtful 
1; no §f in the present state of knowledge it is possible to take 
time, kdequate pre-operative measures to control haemorrhage in 
ucous fizemophilia. The time-honoured premedications with calcium 
id in- find other agents are recognized to be of little value, the only 
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neck 


promising one of these, according to Mead (1940), being in- 
tensive. feeding with citrus fruit. Tainter, Throndson, and 
Richardson (1939) afier an investigation of various agents con- 
cluded that “the results of this study leave no doubt that the 
gents commonly advocated for oral administration as 
haemostatics in dentistry are not effective when so used. The 
dental practitioner is advised to direct his efforts at controlling 
Ourse haemorrhage to local application of demonstrably effective 
being fagents rather than to try to speed up the coagulation processes 
assed, Fy systemic medication.” Perhaps the safest method of 
a dealing with the problem is by slow exfoliation of the tooth, 
8 wall using a rubber band as recommended by Birch and Snider 
On !939)- 

con- § 3. Path of Extravasation of Blood.—A further point that 
ound farises is in connexion with the path of the blood down into 
ite of Bthe neck. It is quite clear that in this case blood extravasated 
later, Bfrom the floor of the mouth downwards through the base 
of the tongue in the plane above and behind the mylohyoid 
muscles and the hyoid, thus reaching the submucous tissues 
of the aryepiglottic region and 
thence the submucosa of the 
larynx. It provides an admir- 
able illustration of the path 
of spread of infection in Lud- 
wig’s angina, 

A most important ana- 
tomical feature in the neck 
influencing the spread of in- 
flammatory fluids is the 
musculo-membranous layer 
represented by the mylohyoid 
muscles, the hyoid bone, and 


MYLOGHYOLID MUSCLE 


PATH OF EXTRAVASATED BLOOD 


the thyrohyoid membrane 
Se (Fig. 2). Infections of the 
=< floor of the mouth and sub- 
= = maxillary region can be con- 
sidered clinically in two 

) groups according to their ana- 


tomical relation to this layer, 
IG this being the most important 
musculo-membranous layer and factor in prognosis and treat- 
taken by extravasated ment, especially with refer- 

ood. to involvement of the 

arynx. Cellulitis primaril 
situated: below the mylohyoid, as from a siaiihocdaiitn of the 
submaxillary glands, if it extends downwards in the neck, will be 
superficial to the thyrohyoid membrane, and therefore does 
not endanger the larynx. Infections which are primarily in 
the submucosa of the floor of the mouth above the mylohyoid 
may easily track downwards, and will then be deep to the 
thyrohyoid membrane, thus involving the submucous layer 
of the larynx, this path of spread being well illustrated by 
fl —_——— of blood in the case described above 

Oedema of the larynx is therefore a complication essentially 
4 be expected in infections above the mylohyoid—i.e., of the 
ced of the mouth or tongue. It is true that oedema of the 
arynx may complicate a superficial infection of the neck by 
spread along the stylopharyngeus to the laryngeal submucosa 
a pointed out by Hamilton Bailey (1931), but this must be 
extremely rare. Oedema of the larynx is nearly always a com- 
plication of infection above the mylohyoid—that is to say 
It is to be feared in true Ludwig’s angina, and not in the 


superficial infections of the neck below and anterior to the 
mylohyoid-thyrohyoid layer which are often incorrectly called 
Ludwig’s angina. 

It is fortunate, therefore, that most dental infections spread- 
ing out from the lower alveolus reach the periosteum on the 
labial border of the gum owing to the thinner layer of bone on 
this aspect of the alveolus (Hamilton Bailey). If infection spreads 
downwards it will then be superficial in the neck. In the region 
of the third molar the alveolar bone is thinner on the lingual 
side, and dental infections may thus reach the submucosa of 
the floor of the mouth ; spread downwards will then be above 
the mylohyoid, in the base of the tongue—a true Ludwig’s 
angina. 

Summary 

A case of asphyxia following dental extraction in a haemo- 
philiac is described. Obstruction of the airway was due to 
massive haemorrhagic infiltration of the floor of the mouth. 

Control of haemorrhage in haemophilia is briefly discussed. 

The path of extravasation of blood and inflammatory fluids 
into the neck is discussed, the importance of the mylohyoid 
muscle layer being stressed. Oedema of the larynx is essentially 
a complication of infections above the mylohyoid, and very 
rarely occurs in infections superficial to this layer. 


We are indebted to the Registrars at St. Bartholomew’s Hospital 
and Guy’s Hospital for access to old notes. 
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INSULIN HYPOGLYCAEMIC COMA 


WITH A REPORT OF TWO FATAL CASES 
BY 


E. H. ROCHE, MEC., M.D.Lond., F.R.A.C.P. 
Physician to the Auckland Public Hospital, New Zealand 


Before the introduction of protamine-insulin, deaths from 
insulin hypoglycaemic coma were very rare, and were con- 
fined to cases of gross overdosage with insulin or cases in 
which the sudden onset of coma caused the patient to fall 
into water or sustain serious injury. The ordinary hypo- 
glycaemic attack was as a rule of short duration, and coma, 
if promptly treated, was practically never fatal. The 
records of the Auckland Public Hospital (800 beds) from 
the introduction of insulin to May 31, 1941, do not include 
a single fatal case. The possible effect of protamine- 
insulin, however, upon the character and outcome of 
hypoglycaemic coma has not yet been fully studied ; con- 
sequently, the occurrence within a period of six weeks of 
two fatal cases in which the usual treatment was of no 
avail may be considered worthy of record. 


Case I 


This patient, a man aged 50, was drawing a military pension 
for achlorhydria. He had undergone an operation for ischio- 
rectal abscess in August, 1937, but urine tests do not seem to 
have been made. He was admitted to the Auckland Public 
Hospital on May 5, 1941, with 6 months’ history of polyuria, 
thirst, and loss of weight and strength. His blood sugar was 
374 mg. per 100 c.cm. This and all subsequent blood-sugar 
estimations were made by the ordinary method of Folin and 
Wu. He was quickly stabilized on a diet of carbohydrate 
200 g., protein 80 g., and fat 90 g., with a morning injection 
of zinc-protamine-insulin 20 units and ordinary insulin 16 units. 
On this dosage he had for 11 days consistently shown a small 
amount of sugar in specimens taken at 9 and 11 a.m. and 
frequently also at 4 p.m., but those taken before breakfast and 
at night were for the most part sugar-free. To prevent this 
small daily loss of sugar the ordinary insulin was increased 
from 16 to 20 units on May 30, and the next day he was 
transferred to a Returned Soldiers’ Hospital for further 
observation. 

On June 3 he left the Soldiers’ Hospital at 10 a.m. apparently 
quite well, and at 12.20 p.m. was readmitted to the Public 
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Hospital in deep coma. The pupils were small and fixed, but 
all other reflexes were brisk. The cranial nerves, so far as they 
could be examined, were intact. 
ing at 60 a minute, and the temperature was 95°. Radiant 
heat was applied and the blood sugar was estimated immediately 
and found to be 41 mg. per 100 ccm. At 1 p.m., therefore, 
he was given 100 c.cm. of 25% glucose intravenously by syringe 
and 250 c.cm. of 5% glucose by rectal drip, and a catheter 
was tied in so that the excretion of sugar could be closely 
watched. At 2 p.m. a further 100 c.cm. of 25% glucose was 
given by syringe, making a total of 50 g. of glucose intra- 
venously, in addition to that which might have been absorbed 
per rectum. In spite of this, at 3 p.m. the blood sugar had fallen 
to the extremely low level of 16 mg. per 100 c.cm. The total 
non-protein nitrogen was 22 mg. per 100 c.cm. Two pints of 
5% glucose-saline was then added to the rectal drip, and at 
4 p.m. 500 c.cm. of 10% glucose was given by rapid intravenous 
drip. At 5 p.m. the blood sugar had risen to 80 mg., but the 
patient remained in deep coma. The temperature had risen 
to 100.6°, and thereafter remained moderately elevated and 
somewhat erratic. At 9 p.m. he received a further 250 c.cm. of 
10% glucose-saline, and at 10 p.m. the blood sugar had risen 
to 190 mg., Benedict’s urine test then giving a brick-red deposit 


(8 drops of urine to 5 c.cm. reagent—boiling-water bath for. 


5 minutes). 

Thereafter for the next 7 days hourly specimens were tested 
and the greatest care was taken to maintain an adequate blood- 
sugar level, in the forlorn hope that the cerebral depression 
might lift. Throughout this period small amounts of sugar— 
green to yellow—were present in nearly every specimen of 
urine, but the Rothera test remained for the.most part negative. 
By continuous intravenous drip an average of nearly 6 pints of 
5% glucose-saline was administered daily, and small doses of 
insulin were given when indicated. Details of this treatment 


together with the temperature are recorded on the Chart. By 


anol 
103} 
a 
99 KA \ 
DAY OF ILLNESS 
Chart of Case I 


11 p.m. on June 7 he had recovered consciousness sufficiently 
to make some attempt at speech and to take 6 oz. of fluid con- 
taining 25 g. of glucose by mouth. Next day he took 18 oz. 
of fluid by mouth, and, though still stuporous, had a few 
moderately lucid intervals. On the seventh day he took. 24 oz. 
of fluid by mouth, but remained stuporous. At 8 a.m. on June 
10 he became suddenly weaker, lapsed into deep coma, and 
died 2 hours later. During the last 2 days approximately 0.5% 
sugar had been present in every specimen and the Rothera test 
had remained consistently negative. 

The necropsy revealed a pancreas of normal appearance, as 
were all other organs except the lungs, which showed early 
patchy bronchopneumonia at both bases, and the brain, which 
showed congestion of the surface vessels and, microscopically, 
own age softening in the thalamus and caudate and 

ticular nuclei. 

Case Il 


This patient, a man aged 55, was admitted to the Auckland 
Public Hospital on July 3, 1941, with 3 years’ history of loss of 


weight, lassitude, frequency, and thirst. His urine gave a brick- 


red Benedict and a negative Rothera reaction, and the blood 
sugar 3 hours after breakfast was 328 mg. per 100 c.cm. He 
responded rapidly to treatment and was quickly stabilized on 
a morning dose of 24 units of zinc-protamine-insulin. 


The pulse was full and bound-’ 


On July 11 he was discharged from the ward and referred 
for further supervision to the diabetic clinic, where, however, 
he did not report. On July 21 he drove into town with his 
wife. The morning was so fully occupied with calls that he 
missed his 12 o’clock lunch. On the way home he drove reck- 
lessly, and occasionally swerved without reason across the 
centre of the road. At 12.30 p.m. he collided with another 
vehicle, wrecking his own car. He was shaken, but escaped 
bodily injury and had no difficulty in walking 100 yards and 
giving detailed instructions as to his car. Arriving home at 
1.30 p.m., he sat down heavily and announced that he felt very 
hungry. His wife hastened to prepare lunch, but he had 
scarcely begun to eat when he rolled off his chair and could 
not be roused. A doctor who was called diagnosed diabetic 
coma and, finding in his room a syringe and bottle of insulin 
(protamine-zinc), gave him an injection of 12 units. At 3.45 p.m. 
he was admitted to hospital in deep coma. The pupils were 
small and fixed. His throat was so thickly coated with mucus 
as to impede respiration and cause cyanosis: 4 oz. of miucus 
was aspirated. The blood sugar on admission was at the very 
low level of 15 mg. per 100 c.cm. The temperature was 98.4°, 
pulse 96; and respirations 16. Radiant heat was applied, and 
50 g. of glucose in normal saline was given at once intra- 
venously. There was a definite response, deep coma giving place 


_ to restlessness and the pupils dilating to a diameter of 1/8 inch 


and reacting sluggishly to light. At 4 p.m. 50 g. was given 
intravenously and at 6 p.m. 25 g., but without further recovery 
of consciousness. At 8 p.m. a specimen was taken for btood- 
sugar estimation, but before the completion of this test the 
patient’s condition suddenly deteriorated, the respiration rate 
fell to 8 a minute, further mucus collected. and cyanosis 
developed. Aspiration and stimulants met with no response, 
and death ensued at 9/15 p.m. The blood sugar at 8 p.m. 
proved to be only 20 mg. per 100 c.cm. 

The post-mortem examination revealed a poorly nourished 
body with no marks of injury. ‘The pancreas was rather small 
but otherwise normal, and all the other organs except the lungs 
and brain appeared to be normal. The lungs showed in the 
right upper lobe a primary caseous tuberculous lesion about 
half an inch in diameter, with involvement of the correspond- 
ing root gland. The brain was very oedematous, with marked 
excess of cerebrospinal fluid upon its surface. There was 
general softening, especially in the cerebellum. 


Discussion 

: A. Causes of Coma 

Both cases had 
3 days (Case I) and 10 days (Case II) before the onset of 
coma. During that period they behaved as ordinary diabetic 
patients of average intelligence and their response to insulin 
and diet was normal. They had been carefully instructed as 
to their diets and were fully competent to give their own 
injections of insulin. Further, the subsequent necropsy failed 
to reveal any organic cause of hypoglycaemia such as tumour 
of the pancreas or pituitary or any disease of the suprarenal 
or thyroid glands or liver or pons. Our study of these cases 
suggests that coma was at least partly due to the following: . 


1. In Case II the full cumulative effect of zinc-protamine- 
insulin may not have developed at the time of discharge from 
hospital. When this effect was obtained, perhaps on the day 
after discharge, it may have been too great. 

2. The shock of the motor accident in Case II may have 
disturbed the endocrine balance in such a way as to increase 
sugar utilization. 

3. Escape from Public Hospital discipline may have resulted 
in considerable increase in bodily exercise with consequent 
improvement in sugar utilization. This effect would be en- 
hanced in Case I by the small increase of insulin (from 36 
to 40 units) which was ordered, inadvisedly, on the day before 
discharge. 

4. The ever-present risk of an error in the measurement of 
insulin and the natural tendency of a man feeling vaguely 
unwell to prescribe for himself an extra dose of anything that 
has previously done him good. 


B. The Fatal Outcome ; 

Necropsy revealed organic changes in the brain consisting 
of perivascular softening in the thalamus and lenticular and 
caudate nuclei in Case I, and of an abnormal amount of 
cerebrospinal fluid and general oedema of the brain with 
softening, particularly in the cerebellum, in Case II. These 
changes, or their physico-chemical precursors, 
doubtedly the cause of death and must have been responsible 


for the continuance of coma in Case I when, 44 hours from 7 ood su 


been under observation in hospital until 
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the onset, the blood sugar returned to normal. Other possible 
causes such as encephalitis and head injury must be excluded: 
In Case I the history is unlike that of encephalitis, and the 
pyrexia can be accounted for by the bronchopneumonia. There 
was no evidence of head injury in Case II. 


There remains only hypoglycaemia to account for the 


lysis, vacuolation of protoplasm, fragmentation of cell pro- 
cesses, pyknosis of nuclei, petechial haemorrhages, and oedema 
widely and irregularly disseminated through the nervous 
system, have been described by Terplan (1932), Baker and 
Lufkin (1937), and many others, in fatal cases of pancreatic 
tumour and insulin hypoglycaemic coma in man and animals. 
Baker and Lufkin, however, being unable to find similar 
changes ‘in hypoglycaemic rabbits upon which necropsy was 
performed immediately after death, considered that most if not 
all the changes observed in their 3 human cases occurred 
post mortem. They believed, further, that similar changes 
could be found in normal brains at the same period after 
death and doubted whether hypoglycaemia had played any 
part in their causation. Baker (1939), however, later found 
incontrovertible evidence of hypoglycaemic cerebral damage. 
Among his 26 rabbits 7 were examined after a single induction 
of hypoglycaemia with convulsions. A great many petechial 
haemorrhages and widespread severe demyelination and 
encephalomalacia were demonstrated. In these experiments 
the hypoglycaemia, though doubtless severe, was limited to an 
heur’s duration, and only one rabbit actually died in coma. 
Accornero (1939) and Ferraro and Jervis (1939) present 
corroborative evidence. 
Tyler (1941) confirmed the presence of hypoglycaemic brain 
damage in cats even when convulsions were prevented by 
sodium pentobarbital (nembutal). He made the important 
observation that a fall of body temperature and the adminis- 
tration of drugs such as nembutal, which depressed cerebral 


'}metabolism; gave an appreciable measure of protection against 


brain damage. He attributed the damage to inadequate 
cerebral respiration, in which glucose plays a vital part. We 


-jcannot escape the conclusion that severe hypoglycaemia as 
Ja cause of cerebral damage and death is now well established. 
it {But hypoglycaemia pushed to the stage of convulsions is a 


common and comparatively safe method of treatment for 
schizophrenia. An interesting study of therapeutic hypo- 
glycaemia in 25 cases of schizophrenia has been made by Day, 
Niver, and Greenberg (1938). After shock-doses of ordinary 
insulin, estimations of glucose in the blood and cerebrospinal 
fluid were made by Benedict’s method. The Folin-Wu method, 
which I used, is sensitive to many non-glucose-reducing sub- 
stances equivalent to 20 to 27 mg. of glucose per 100 c.cm. 
of blood ; the Benedict method is insensitive to all but a few, 
equivalent to 4 to 8 mg. per 100 c.cm. of blood. It follows, 
therefore, that when comparing the results obtained by these 
different: methods a correction of 15 to 20 mg. per 100 c.cm. 
of blood must first be applied. Out of 28 inductions of 


jhypoglycaemia by Day and his colleagues, in one case the 


blood sugar remained for 24: hours between 5 and 20 mg. 
per 100 c.cm. (Benedict). In every case consciousness was 
promptly restored on the administration of 15 g. of glucose 
intravenously, and no after-effects were observed. 

The lowest blood sugar recorded in my two cases was lower 
than that present in any of the schizophrenic cases, allowing for 
the effect of the non-glucose-reducing substances. In fact, with 


-ythe correction for the Folin-Wu method there was apparently a 


complete absence of glucose from ‘the blood. This aglycaemia 
may have lasted from 1 p.m. till 3 to 4 p.m. (2 to 3 hours). 
In Case II the duration of aglycaemia was about 4 hours, and 


{this implies that at some time during that period there was 
‘|free insulin in the blood with no glucose upon which to act. 


In Case I also the same condition was almost certainly present. 
The effect of such a glucose vacuum may well be more 


destructive to the nervous tissues than any degree of mere 
hypoglycaemia in which the blood retains a reserve of glucose, 
however small. In view of Tyler’s work previously mentioned 

is probable that the destructive effect of aglycaemia was 


Pocreased in both our cases by the application of radiant heat. 


is possible that the tissues of diabetics, inured to a raised 


sons to damage from sudden extreme hypoglycaemia. 


cerebral damage. Pathological changes, including chromato- | 


Conclusions 

Too much must not be deduced from evidence based upon 
limited clinical material, but we venture to draw the following 
tentative conclusions: 

1. Zinc-protamine-insulin, while constituting an advance in 
the treatment of diabetes and while diminishing the frequency 
and in most cases the severity of hypoglycaemic symptoms, 
adds seriously to the gravity of hypoglycaemic coma when 
established. 

2. Patients who are exposed to shock and strain while under 
treatment with zinc-protamine-insulin may develop profound 
hypoglycaemia of rapid onset and fatal outcome. 

3. Patients who develop hypoglycaemic coma while under 
treatment with zinc-protamine-insulin should be treated much 
more vigorously than is necessary for similar cases under 
ordinary insulin. We suggest the following measures in such 
cases: 

(a) An immediate intravenous injection of 100 g. of 
glucose (400 c.cm. of 25% solution) by syringe or cannula— 
the same dose to be repeated within half an hour if 
necessary. In the absence of immediate intravenous facilities 
a still larger dose should be administered by stomach-tube. 


(b) An immediate subcutaneous injection of adrenaline 


15 minims and pituitrin 1 c.cm. 

(c) Except perhaps in cases of extreme fall in body 
temperature no warmth should be applied and no cerebral 
stimulants given. 

Summary 

An account is given of two cases of insulin hypoglycaemic 
coma which failed to respond to prompt and moderately 
vigorous treatment. In each case there was a period of 
aglycaemia with probably excess of free insulin in the blood. 
The damaging effect of aglycaemia upon the brain and the 
relative safety of insulin-shock treatment for schizophrenia are 
discussed. Attention is drawn to the gravity of hypoglycaemic 
coma‘ in diabetic patients under treatment with zinc-protamine- 
insulin, and measures which should prove effective are suggested. 

My thanks are due to Drs. W. H. Jackson, R. Rogers, and H. C. 
Tuck, ‘house-physicians, for constant vigilance and unremitting care 
in the treatment of the cases, and to Dr. W. Gilmour and his staff 
for biochemical and post-mortem examinations. 
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A CASE OF HUMAN ISO-AGGLUTININ 
ANTI-M 
BY 
J. L. HAMILTON PATERSON, M.D. 
R. R. RACE,* M.R.C.S., L.R.C.P. 
AND 


G. L. TAYLOR,* M.D., Ph.D., M.R.C.P. 


(From Redhill County Hospital, Edgware, and the Galton 
Laboratory, Department of Pathology, Cambridge) 


Antibodies for diagnosing the M-N blood-grcoup factors 
have to be made by injecting appropriate red blood cells 


into an animal—nearly always a rabbit—and later absorb- 


ing suitably the rabbit serum to remove unwanted species 
antibodies. Because anti-M and anti-N do not occur natur- 
ally in man serum, and because M and N do not seem 
to be antigenic for man, the M-N groups can be neglected 
almost entirely in considering compatibility in blood trans- 
fusion. Wiener (1941) wrote: “ Only 3 individuals have 
been observed to date with natural isoagglutinins anti-M, 
none with anti-N, among several hundreds of thousands 


* Working on behalf of the Medical Research Council. 
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of individuals tested.” He had previously (Wiener, 1939) 
mentioned three cases of anti-M and had given references. 
to two of them. The first had been reported, without 
details being given, by Wolff and Jonnson (1933, p. 84), the 
second by Friedenreich (1937), and another case, which 
may be the third one referred to by Wiener, has been 
described by Moureau and Lambert (1939a, 1939b). - 


Details of the Case 


Recently, as a result of testing, against the red cells of 
potential donors, the serum of a woman (M. W.) who might 
have needed a transfusion in connexion with parturition, an 
antibody, apparently anti-M, has been discovered. No trans- 
fusion was given. M. W. was 28 years of age and pregnant 
for the fourth time. Her blood group was ON and she was 
Rh-positive. Friedenreich’s case was that of an infant aged 
24 months, of group ON, whilst Moureau and Lambert's case 
was that of a man of group A,BN aged 35. Friedenreich 
intended to find out what became of the anti-M as the child 
grew up, but it died of an epidemic disease when 9 months old. 

Serum obtained from M. W. four months after her confine- 
ment was tested against the red cells of 20 petsons belonging 
to group O. Equal volumes of serum and cell suspension— 
about 5% whole blood, as judged by eye—were mixed in 2 in. 
by 1/4 in. precipitin tubes ; readings were made after the tubes 
had stood at room temperature for two hours. Undoubted 


‘and clear-cut agglutination was found in 14 of the mixtures ; 


in some the reactions were seen by the naked eye, in others 
by using a microscope-(see Taylor, Race, Prior, and Ikin, 1942). 
The 14 lots of cells which were agglutinated all contained 
the agglutinogen M ; 5 were OM and 9 OMN. On the whole 
the reactions given by the homozygous M cells were stronger 
than those given by the heterozygous MN cells. The 6 donors 
whose cells did not react belonged to group ON, and so lacked 
the antigen M. When the reactions given by a known and an 
unknown antibody and the same panel of red cells are 
identical the odds in favour of the two antibodies being the 
same can easily be calculated. The probability that the apparent 
identity of the two antibodies is due entirely to chance is given 


by the formula a? Le where nis the number in the panel 
and a and } the numbers of positive and negative reactors. 
Applying the present figures, we get 16! S. or ! , as the 
probability that the identity of the results is due merely to 


20! 38,760 


chance ; in other words, the odds. in favour of the antibody . 


in M. W.’s serum being anti-M are 38,759 to 1. After absorp- 
tion of the serum in the cold with OM cells the reaction, both 
in the cold and at room temperature, disappeared, while 
absorption with ON cells did not remove the antibody. 


‘Table showing Titration of Serum of M. W. 


Cells 
Serum c 
Temperature 
Dilution | OMN | ON | Mw. 
w 
odin 1/4 ++ - 
Room temp. { » 1/2 ++ =, 
i 


No reaction is scored as negative without a microscopical examination; re- 
actions weaker than V were determined with a microscope. : 
C-=Clumps of cells in clear ing fluid visible to naked eye. 
V=Somewhat weaker reaction, with c distinctly visible to naked eye, 
although nape is not clear. 
ps under microscope; +=not quite such big clumps; 


Titration of the antibody in M. W.’s serum, detailed in the 
Table, showed that it was most active in the cold, less active 
at room temperature, and undetectable at 37° C.; the 


‘homozygous M reacted better than the heterozygous MN cells. 


* We are indebted to R. A. Fishzr for this formula. (6! = “ fac- 


‘torial six” = 6x5x4x3x2x1=720) 


This iso-agglutinin anti-M, like those described by Friedenreich 
and by Moureau and Lambert, had some of the characteristics 
of a cold agglutinin. 
Both Friedenreich, and Moureau and Lambert, examined the 
relatives of their patients, but found no evidence that the oc 
currence of the iso-agglutinin anti-M was familial. M. W.’s 
father is dead and her mother and one sister are OMN; a 
second sister belongs to group ON, but anti-M has not been 
discovered in her serum. The husband of M. W. is OM and 
all their children will therefore be OMN. It might be sug: 
gested that the anti-M in M. W.’s serum resulted from the 
stimulus provided by the antigen M, present in the cells of 


all her foetuses, but there is no evidence to support this}: 


possibility. Her four pregnancies were: 1935, female, 6 Ib, 
alive and well; 1937, male, 6 Ib., alive and well; 1939, 
miscarriage, 3/12; 1941, female, premature, alive and well, 
No child has shown any signs of erythroblastosis foetalis. The 
anti-M was not the result of a previous transfusion, for none 
had been given. 
Summary and Conclusions : 

_ Jso-agglutinin anti-M has been found in the serum of a woman 
as the result of tests made to obtain a suitable blood transfusion 
donor for her. 
Although the occurrence of iso-agglutinin anti-M must b 
exceedingly rare, the case here reported shows that its presence 
may interfere with the selection of a suitable blood transfusion 
donor for a person in whose serum this antibody appears. 
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FURTHER DATA CONCERNING HUMAN || 
FERTILITY 
BY Oct. 
G. PUGH SMITH, BSc, PhD. 
University College of South Wales and Monmouthshire, Car APR 
Recent contributions to knowledge concerning the peri A, 
of ovulation and successful fertilization in the humat Auet 
female (Weinstock, 1934) have thrown some doubt upof ocr. 
the validity of Knaus’s theory of the relation between. the 1939 25S 
dates of ovulation and onset of menstruation, and upon Fee. 
the deductions which may be made concerning the existe: arn 
-and duration of a pre-menstrual “safe period.” Data quoted pAb 
by Pryde (1941) and by Fleck, Snedeker, and Rock (1940), ser" 
however, tend, within limits, to substantiate Knaus’s vie Noy. 
Further data given below support the following hypotheses}... 
(i) if fertilization does not occur menstruation follo |EEB. 
approximately 15 days after ovulation ; (ii) within APR! 
there is a “safe” or infertile period a few days before TUNE 
onset of the next menstrual cycle ; (iii) an average oA sen 
period ” can be predicted with fair accuracy by a sufficien Nov: 
extended study of the individual’s menstrual periodicity. | 1941) 7a. 
MARC 
The Present Investigation . 
The data concern all the acts of uncontraceptive interco TOT 
during 31 menstrual cycles after which pregnancy did not DAYS » 4 
and one cycle which was followed, as intended, by pregnancy, ! 
Pregnancy intended in cycles 30 and 31 was not fulfil Chart 
_ owing to the intermittent absence of one partner. There course 1 
no other acts in which contraceptive methods were used. which | 


accurate record was kept of the dates and duration of 
cycle, and the dates on which intercourse took place. A tabl 
was drawn up with vertical columns for the individual da 
of a cycle, starting with the first day of menstruation, data fe 
successive cycles being recorded Horizontally (see Chart). 

each cycle was completed the last day was marked, and alst 
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"| the hypothetical day of ovulation, assuming it to be 15 days 
before the first day of the next cycle. A box was drawn round 
ics} the supposed fertile period of each cycle, assuming it to be 
| 3 days before and 1 day after the hypothetical day of ovulation: 
,j it was assumed that the maximum period for which sperma- 
tozoa were able to withstand the body temperature of 98.4° F. 
“s} and still remain active enough to penetrate the ovum was 72 

hours, and that the viability of the ovum after shedding was 
jjup to 48 hours. On these premisses the safe period for a 
28-day cycle ran from the 16th day .onwards. However, 


. sugs§ owing to variation in cycle length this assumption could not 
n the§ be applied as a generalization to all cycles. Therefore, before 
lls off attempting uncontraceptive intercourse the variation in length 
t this} of the menstrual cycle of the same partner was ascertained by ~ 
6 Ib,}recording the lengths of 21 successive cycles (Chart ‘and 
1939,f Table I). It was decided that in her case, if Knaus’s theory. 
well, 
The TABLE I.—Duration of Cycles 
none 
otis Duration (Days) Total No. 
25 | 26 | 27 | 28 | 29 | 30| 31 | 32| 33 | 34| 35 |36|37] Of Cvcles 
oman} 1937-8 1} 1] 2] 9] 1] 4] 2] of 1] oO} of o 21 
fusion} 1938-41 0} 4/10] 8] 4] 1} 2] 1) 0] of 1 31 
Total .. 1 9] 8] 3} 2} 1] 1] Of 1 52 
ist be : 


|was correct, and in spite of one longer cycle on June:27, 1937, 
a “safe period” would be assumed to run from the 20th day 
to the end of any cycle, and that intercourse before this and 
later than the 9th day would invite fertilization. Guided by 
this assumption, during a further 29 cycles sexual activity was 
largely avoided between the 9th and 20th days. On certain 


DATE OF ‘ TION 
YEAaRIFIRST DAY SUBSEQUENT DAYS OF MENSTRUAL CYCLE EACH 
OF CYCLE |2.3 4 5 67 8 9101112131415 161718192021 2223 2425267128293031 323334353037 


1938 TAN. 20 


41939] JAN. 


i940] 


4 


1941 TAN. 21 


TOTAL 13411222101 


Chart showing distribution of uncontraceptive acts of inter- 
course throughout 32 menstrual cycles, the variation in length of 
which and of 21 other cycles is illustrated. The narrower 


f eacl limits of the fertile period in each cycle are also shown. 


; Jiously stated, sexual activity in cycles 30 and 31 was intended 
ata fol fall within the hypothetical fertile period, but this arrange- 
t). nt was not fulfilled. In cycle 32, however, pregnancy ensued. 


id alse details are shown graphically in the Chart. 


occasions this practice was deliberately discarded. As pre- 


When predicting the fertile period of a given individual the 
most convenient way is to count from the beginning of a cycle. 
If, however, the dates of ovulation and onset of the following 
menses are more closely related than the date of the preceding 
menses is to ovulation, then, taking variation of cycle length 
into account, it is difficult to generalize by indicating the “ safe 
‘period ” in terms of the beginning of the cycle. When the data 
are arranged as tabulated by Pryde—i.e., assuming the feértile 
period always to occur from the 10th to 15th day of a cycle 
(Table II)—it will be seen that in the non-fertile cycles 1 to 31 


TasBLe II.—Distribution of Acts of Intercourse without Contra- 
ception, shown according to Date from Beginning of each 
Menstrual Cycle (cf. Pryde, 1941) 


Total No. of Uncontraceptive Acts — 
Day of Cycle : 
Non-fertile Cycles | Fertile Cycle 32 

1 0 ‘ 0 
2 0 0 

3 0 0 - 
4 0 0 
5 0 0 
6 0 0 
7 0 0 
8 4 0 
9 2 1 
10 3 1 
| 
Assumed | 13 (Pryde) 1 
fertile 14 0 2 
iod. 15 1 1 
(case cited) | 16 0 1 
17 0 0 
18 1 0 
19 5 0 
20 16 0 
21 il 0 
22 16 0 
23 12 0 
24 10 0 
25 0 
26 8 0 
27 12 
28 0 
29 6 0 
30 4 0 
31 1 0 
32 1 0 
33 1 0 
34 0 0 
35 0 0 
36 0 0 
37 0 0 


there was intercourse on some of the days of this very period, 
although it happens that in cycle 32, which was followed by 
pregnancy, there was intercourse on all days of the fertile 
period except the 12th. > 


Time Relation between Menstruation and Ovulation 

However, in considering the period of fertility in the light of 
Knaus’s views—i.e., the relation between the onset of men- 
struation and the number of days prior to it when ovulation 
occurs—it is more appropriate, in arranging the data, to relate 
the date of intercourse to the date of onset of the following 
cycle (Table ID. 

The data in the Chart and Table III show that in this par- 


‘ ticular case during 31 cycles there was a period of infertility 


up to.a maximum of 13 days before the onset of the next 
menstrual cycle. The Chart and Table II show that the assump- 
tion that this infertile period ran from at least the 20th day 
of any cycle was fairly well justified. In view of the longer 
cycle beginnjng on March 23, 1940, the 21st day onwards was 
temporarily resorted to as being safer for uncontraceptive inter- 
course, although the unexpected abnormally long cycle begin- 
ning on August 19, 1940, would suggest that the 25th day was 
more appropriate. The occurrence of such a long cycle after 
a succession of shorter ones may explain the failure of some 
predictions of infertile periods (Fleck et al.). In spite of this 


‘“ escape,” however, in the case cited, the 20th day was again 


assumed to be the beginning of the infertile period. ‘It is un- 
fortunate that there is no record whether any ailment (cold, 
etc.) occurred during the early part of the cycle beginning on 
August 19, 1940, that might be considered a possible factor in 
the postponement of ovulation. 
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From Table II it is clear that in the 32nd (fertile) cycle 


_ fertilization occurred between the 9th and 16th days. 


The foregoing conclusions depend upon the assumption that, 
throughout, the spermatozoa were capable of fertilizing. There 
was a long period of abstention from regular sexual activity 


TaBie III.—Distribution of Acts of Uncontraceptive Intercourse 
shown on Days before the Onset of the Next Cycle 


Total No. of Uncontraceptive Acts 
Days before Next Cycle . 
started Non-fertile Cycles Non-fertile Cycle 
1-29, 31 30 
25 1 
24 
23 0 
22 3 
21 2 1 
20 0 0 
19 1 1 
Assumed ( 18 0 1 
fertile | 17 1 1 
period 16 0 1 
{narrower | 15 0 
limits) | 14. 0 1 
13 3 0 
12 3 0 
ll 4 0 
10 16 0 
9 9 0 
8 14 0 
7 11 0 
6 9 - 1 
5 11 1 
4 9 1 
3 10 0 
2: 11 . 0 
1 6 0 
Menstruation begins 


between the onset of menstruation and the 20th day of each 
cycle. Both partners were young and healthy, and in a good 
state of nutritional well-being. 


Summary 

Data are given showing the variation of 52 menstrual cycles 
in the same individual,;.and the relation between an assumed 
fertile period and the beginning and end of each cycle. 

Ovulation is assumed to occur 15 days before the onset of the 
following menses. 

Records of uncontraceptive intercourse during 31 infertile 


- cycles show that there were occasions. when intercourse took 


place as much as 13 days before the beginning of the next 
cycle without ensuing pregnancy. Intercourse was most fre- 
quent up to 10 days before the next cycle without pregnancy 
resulting. i 

Intercourse which took place on the 9th, 10th, and 13th to 
16th days after the beginning of a cycle was followed by 
pregnancy. 

It is concluded that prediction of the narrower limits of the 
fertile period of an individual can only be made by counting 
back from the beginning of the next cycle. 

Only the wider limits of the fertile period may be predicted 
by counting from the beginning-of the same cycle, requiring 
a knowledge of the variation of menstrual periodicity. 
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blood donors, found that the average drop in blood ‘haemoglobin 
was 2.3 g. after the removal of 555 c.cm. of blood, and that the 
average time needed to replace this amount of haemoglobin was 
49.6 days. Longer recovery periods were associated with a steeper 
fall in haemoglobin and could not be correlated with initial blood 
haemoglobin values. Hb was regenerated in man at the rate of 
0.049 g. per 100 c.cm. of blood a day, and in women ‘at the rate of 
0.040 g, The administration of 1 g. of iron and ammonium citrates 
a day increased the daily haemoglobin regeneration by 49% and 
shortened the_recovery period from 49.6 to 35.2 days. This was 


' noticed during the first period, but the effect after subsequent blood 


donations became progressively less. If the-haemoglobin of the 
donor is not regularly estimated’ the authors consider that three 
months should be allowed between donations. 


incidence in the general population of 16 per 1,000 is arrived 


Medical Memoranda 


Scabies in an Army Unit 


It has been held that blankets and clothing play an important 
part in the spread of scabies in the Army. Mellanby (1941a), 
on the other hand, from recent experiments with volunteers 
and other considerations, believed that fomites are unimportant 
in the transmission of scabies, and that many cases are acquired 
on leave, from wife or child. ; 
The following is an account of 39 cases seen in one unit 


during 7 months. Of these, 36 were carefully investigated inf, 


an aftempt to find out how the disease was acquired. 
number of cases is small, but the series is thought to be interest- 
ing in that the conditions in the unit remained unchanged during 
the period and the circumstances were-such that men rarely 
slept out except when they returned home on privilege leave. 
Week-end leave did not complicate the picture. 


THE INVESTIGATION 


Our methods of contrpl consisted of monthly skin inspection 
of the whole unit, inspection of each man when he returned 
from leave, and the immediate hospital treatment of each case 
when detected, together with disinfestation of bedding and 
clothing. When a man reported sick with scabies he was ques- 
tioned as to possible contact with other cases both within and 
outside his unit, as to the date when he last returned from 
leave, whether he was married or single, about children, and 
as to the whereabouts of his home. Little evidence was 


obtained of spread within the unit by means of blankets. In] 


only 2 cases was there any connexion with another case within 
the unit (i.e., sleeping in the same hut or guard-room). h 
several cases it was evident that scabies had been present for 
at least 14 days before being detected, and yet skin inspection 
of other men of the hut failed to disclose er cases. The 
cases occurred at an even rate throughout the 7 months ; there 
were no little epidemics confined to one hut or one company 
such as readily occur in pediculosis, which is undoubtedly 
spread by fomites. 

Direct evidence of scabies acquired on leave was difficult to 
obtain. To contract scabies is considered by the men to bea 
disgrace, and as they are not willing to admit that their families 
could have the disease, great tact is necessary in questioning 
them. In 5 instances, however, clear evidence that there was 
scabies at home was obtained. It was found that out of the 
36 cases 14 (39%) developed, the condition within a week, 
2 (5:5%) within 2 weeks, and 5 (14%) within 3 weeks of returi- 
ing from leave. Thus 58.5% developed scabies within 3 weeks 
of returning. The leave rate during this time was about 6.4% 
a week, so in a normal group of men only 19% could have 
been expected to return from leave within 3 weeks. 
Mellanby’s views are correct a higher proportion of married 
men in the serie¢ was to be expected: actually it was found 
that 74% were married. In a control group of men from the 
unit only 51% were married. The towns where the men had 
been on leave were those of the industrial North and Midlands. 
No particular town was found to be associated with an undue 
proportion of these cases. t 

-Mellanby (1941b) estimated the incidence of scabies in the 
general population as about 25 per 1,000. In the period under 
review there were 39 cases, and 1,700 men went on leave and 
were in contact with their homes. If 60% of cases are due t0 
infection from home then a rough approximation of a scabi¢s 


at. If it is believed that a higher proportion than 60% af 
infected at home, then the figures rise to 23 per 1,000. Whet, 
therefore, the incidence of scabies in the unit is compared with 
Mellanby’s figures for the general population it is not incor 
sistent to hold the view that the majority of cases were infected] 
on leave. 
. CONCLUSION 


Consideration of the cases of scabies occurring in an A 
unit over a period of 7 months suggested that the majority 
these men were infected from their homes while on leave. 
would seem that blankets and clothes do not play a large patt 


in transmission, and that fairly prolonged and intimate contatl]: - 


with another case is necessary to acquire the disease. 
disease cannot be reduced much further in the Army at h 
until the problem of civilian scabies is vigorously tackled. 
P. N. COLEMAN, 
Captain, 
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Reviews 


CARDIOLOGY 

The Principles and Practice of Bramwell, M.D., 

This volume on the Principles and Practice of Enrdialogy 
embodies the conception that medical thought has developed 
along different lines on the two sides of the Atlantic. Whereas 
laboratory methods have been progressively developed in the 
U.S. and Canada, clinical observation has always dominated the 
British outlook. Accordingly Dr. Crighton Bramwell has dealt 
with general problems, such as the physical basis of clinical 
signs, clinical methods, and principles of treatment. Dr. J. T. 
King holds that a regional classification of disease is now 
obsolete and that the only satisfactory basis is aetiology ; he 
has therefore dealt with the various aetiological forms of heart 
disease. How far this is a natural subdivision and in what 
measure it lends itself to a profitable approach to cardiology 
will be very much a matter of opinion. It is true that each 
of the two sections of the work bears the stamp of a certain 


outlook on cardiology, but some of the consequences of this. 


subdivision are hardly fortunate. Thus disease of the peri- 
cardium is considered at four places: in the first few pages 


under symptomatology, further on under heart sounds and 


murmurs, later in terms of rheumatic heart disease, and finally 
in a section on miscellaneous forms of pericarditis. 
In the first part of the book Dr. Bramwell has throughout 


- kept in mind the importance of envisaging the manner in which 


physical signs are produced. An excellent chapter, embodying 
many of the author’s original contributions to the subject, is 
that on the pulse ; other valuable sections are those on blood 
pressure and athlete’s heart. In the latter are included the 
author’s observations on marathon runners; in this also are 
enunciated the principal dangers of athletics—undue and com- 
petitive strain in growing youths, physical strain after recent 
infection, and frequently repeated severe’ muscular exercise. 
Reference in the section on blood pressure to the work of 


_ Treadgold demonstrates the relative insignificance of low blood 


pressures: a systolic blood pressure below 100 may be com- 
patible with perfect health, as many as 3% of fit pilots being 
hypotensive. This finding is in accordance with the established 
actuarial ‘fact that a better expectation of life exists among 
those with subnormal blood pressures than among those with 


average blood pressures. 


In the second part Dr. King has shown an individual outlook 
upon many of the problems connected with the aetiology of 
heart disease. Particularly interesting is his view that rheuma- 
tism and chronic infections such as tonsillitis play an important 
part in the production of coronary artery disease and hyper- 
tension. While most clinicians could recall suspected examples 


- of rheumatic involvement of the coronary arteries or of 
_coronary thrombosis almost certainly related to infection, most 
- would- also demand stronger objective evidence of the general 


relationship than the statistical evidence here advanced or the 
personal impressions from case histories. However, specula- 
tion on this point may be not only diverting but ultimately 
valuable. The sections on bacterial endocarditis and coronary 
thrombosis are especially worthy of mention. The differences 
between coronary obstruction in middle and in later life as 
regards causation and prognosis are particularly well brought 
out. Dr. King has illustrated his work with many fine photo- 
graphs of morbid anatomical specimens, and carefully chosen 
bibliographies augment the value of the text. 
on rheumatic heart disease an excellent account is given of the 
evolution of mitral stenosis, but many readers will be surprised 


_ at the doubt expressed as.to whether or not auricular fibrilla- 


tion adds significantly to the circulatory embarrassment, The 
frequency of associated heart failure might, apart from strong 
experimental evidence, be taken as proof of’ the detrimental 
influence of this arrhythmia. 

This Anglo-American textbook of cardiology, designed as it 
is upon a somewhat artificial basis, will nevertheless claim 
attention by virtue of the integrity and thoroughness of the 
authors and the intrinsic value of their various contributions. 


In the chapter | 


SCHOOL MEDICAL AND CHILD WELFARE WORK 


A Handbook for Assistant Medical pera of Health on Child Welfare 
and School Medical Work. By F. Lishman, M.D.(Hyg.), D.P.H., 
D.L.O. (Pp. 63. 6s. paper boards.) \ aie H. K. Lewis & Co. 1942. 


This handbook was first written for the guidance of assistant 
medical officers engaged by the Devon County Council to cope 
with the additional work caused by evacuation. It is designed 
for those taking up school medical and child welfare work for 
the first time. There are 20 pages of text describing the 
ordinary work of an assistant school medical officer, and the 
rest of the book consists of model leaflets of advice to parents, 
model forms used in school medical work, and Dr. Lishman’s 
own scheme for the assessment of nutritional conditions. The 
first section, on co-operation, pays due tribute to the work of 
health visitors and teachers, without whose help no assistant 
medical officer can hope to be successful. The working of a 
maternity and child welfare centre is then described and em- 
phasis laid on the fact that the primary object of the centre 
is educational. The section on the school medical service con- 
tains a detailed description of how to carry out an inspection 
in a school and how to deal with children who have defects 
or are “ exceptional. 

The advice given is thoroughly sound and practical, and only 
minor points call for criticism. In the section on school work 
it would have been advisable to draw attention to the impor- 
tance of investigating the regularity of school attendance of 
individual children. A warning should be given that certifica- 
tion of mental defectives can be done only by medical officers 
who are specially approved. It is almost impossible to make 
a book like this up to date in existing circumstances, and it 
should be noted that derris root, recommended for lousiness, 
is no longer plentiful, and that some of the leaflets on feeding 
need considerable modification in wartime. The scheme for 
nutritional assessment is a sincere attempt to introduce some 
uniformity where probably none is possible, but it does serve as 
a useful guide to the examiner. This little book can be 
thoroughly recommended to those who are beginning child 
welfare and school medical work. 


PREPARATION AND AFTER-CARE OF SURGICAL 
PATIENTS 


Synopsis of the Preparation and After-care of Surgical Patients.. By Hugh C. 

Tigenfritz, M.D., and Rawley M. Penick, jun., M.D., F.A.C.S. (Pp. 532. 

25s.) London: Henry Kimpton. 1942. 
Lord Moynihan was wont to remark that surgery had been 
made safe for the patient and our task was now to make the 
patient safe for surgery. This laudable idea would appear to 
be the raison d’étre of this book on the preparation and after- 
care of surgical patients. Urban Maes in a foreword writes: 
“It is obvious that much of the future progress in surgery 
will develop from closer co-operation between the scientific 
investigator and the practising surgeon.” If we find in this’ 
volume chiefly an account of the results of such past co- 
operation as have a bearing on the care of patients both before 
and after operation, there are also some hints as to possible 
future developments. Well-set-out descriptions of pre- and 
post-operative management, such as we find here, will be not 
only of value to the house-surgeon just taking up his appoint- 
ment but also a salutary corrective to many surgeons whose 
work may have become of so routine a nature that pre- and 
post-operative care have perhaps lost the relative significance 
which should be given to these all-important phases of surgical 
management. It is becoming increasingly realized to-day that 
the operation is but one event in the surgical treatment of a 
particular patient, and if this is obvious in such cases as thyro- 
toxicosis or intestinal or biliary obstruction, we are here re- 
minded that it applies none the less to the surgery of the nervous 
system, the chest, or, indeed, any other region. 

The book is of a suitable size to fit the capacious side-pocket 
of the house-surgeon: it contains some good line drawings and 
photographs and a useful appendix, with, among other things, 
an account of the newer chemotherapeutic agents, oxygen ad- 
ministration, and some tables of concentration of the blood 
constituents. Recent work such as the pre-operative use of 
vitamin B, .(thiamin chloride) in thyrotoxic cases is included, 
and we may sum up by saying that here we have in convenient ~ 
size an up-to-date and very useful account of the management 


~ of surgical patients, both before and after operation. 
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Notes on Books 


The Natural Development of the Child is a difficult subject 
to write about, for to be natural is to be happy, and the happrest 
child is, like the nation, one with no. particular history. So 
in order to write about the natural child it is almost inevitable 


that the unnatural or pathological must be quoted, if only to. 


show what the natural development should not be. Dr. AGATHA 
Bow ey has not escaped from this dilemma, but she has pro- 
duced a readable simple book which should be of great service 
to parent and teacher. To the medical reviewer she seems best 
when she is on her own aspect of the subject—education—but 
then the medical reviewer may not be altogether competent 
to judge of this. It is curious how every now and then she 
reverts to the tenets of the psycho-analytic school in which she 
has evidently been trained, but when she does she is not ve 
- convincing and does not seem to be very convinced herself. 
The tracing of the accomplishments and difficulties of the child 
from birth to adolescence is well done, and the final chapter, 
on the effects of war on our children, is stimulating and sug- 
gestive. Dr. Bowley believes firmly in the need for a strong 
liaison between medicine, education, and psychology on sound 
child-guidance lines, and looks forward to these three sciences 
‘Jeading to a renaissance of happiness and opportunity for the 
child after the war. Her book is published in Edinburgh by 
E. and S. Livingstone at 8s. 6d. plus 6d. postage. 


Dr. GeorGeE Way Har.ey’s book Native African Medicine : 
With Special Reference to its Practice in the Mano Tribe of 
Liberia is published in this country by the Oxford University 
Press at 20s. Over twenty years of West African experience 
have given Dr. Harley a close insight into the anthropology and 
ethnology of Negro Africa, especially throughout Liberia. Many 
thousands of natives passed through his hands, and he was ever 
on the alert to probe into the psychology of their rational and 
magical treatment of disease. The book deals largely with the 
extent to which the African native has been able to discover for 
himself successful methods of effecting cures. Dr. Harley’s 
descriptions of the use of magic and fetishes are of practices 
which are too fanciful for serious consideration, but with his 
keen analytical mind he has been able to trace the underlying 
motive for many of the ideas about native witchcraft and the 
rather terrible deeds of secret societies. The author has com- 
piled a good summary of diseases and a botanical list of plants 
used for herbal remedies ; also a comprehensive bibliography of 
works on Africa, Anthropologists and medical men interested 
in tropical medicine will find valuable material in this book. 


Preparations and Appliances 


—- 


A DIRECTOR STIRRUP 


Mr. E. T. Battey, M.B., F.R.C.S., surgeon in charge of fracture 
“A” department, Northern Hospital, Winchmore Hill, writes: 

This stirrup has been designed te dispense with spanners for 
Kirschner wire gripping and straining and, at the same time, to 
act as a wire director. It is adjustable for width and can be 
used also with Steinmann pins. : 

It is made of 1/ 2-inch-diameter rounded metal, in two halves 
(Fig. 1), each consisting of a side-arm with an expanded head 
and two parallel. cross-bars. One half has fixed to the outer side 
of the head a form of chuck, through which the Kirschner wire 
. passes, to be gripped by a “ bulldog” locking device with a 
 Wing-nut (8) of standard Whitworth thread. The head itself has 
a cone-shaped central aperture to guide the wire into the chuck. 
The cross-bars of this half are tubular, to receive the solid bars 
of the opposite side, which are locked after adjustment for width 
by a similar wing-nut (a) fixed on the outer cross-bar. The 
other half carries a similar but movable chuck which is -slotted 
through the expanded head to end in a circular disk with a 
central 2-mm. aperture. Between this disk and the expanded 
head is a circular nut (£) for fixation of the chuck when used as 
a director, while immediately to the outer side of the head is 
a larger straining wing-nut (D), by turning which, after the wire 
is gripped, the whole chuck is drawn 7 Reiners the head until 
enough tension is obtained. Immediately below the head on 
each side the side-arm is perforated to take the pointed ends of 
a Steinmann pin up to 6 inches in length. 

_ For Use as a Combined Director and Stirrup—tThe stirrup 
_ is applied to grip the part firmly between the expanded heads 
of the side-arms, and is steadied by an assistant (Fig. 2). By 
means of the‘circular nut (£) the movable chuck is fixed after 
it has been protracted through the head to the required gripping 


interval, which may be réduced to as little as 24 inches to hold. 


the os calcis or tibia. 


A wire is drilled through the movable — 


chuck straight into the bone, to emerge through the fixed chuck — 


on the opposite side. In most cases the wire passes cleanly 
through, but should it catch on leaving the bone a slight move- 
ment of the side-arm is sufficient to cause it to engage in the 
conical aperture leading into the distal chuck. The wire is then 


Fic. 1 


Fic. 4 
B and c: Wire-gripping nuts. D: 
Wire-straining nut. £: Circular nut for fixation of chuck. 
Fic. 2.—Wire director applied to the tibia. 
Fic. 3.—Assembled with wire ready for straining. 
Fic. 4.—Assembled with Steinmann pin. 


Fic. 1.—a: Locking nut. 


to have the movable chuck in the position ready for straining 
(Fig. 3), which is accomplished by turning the straining nut (D). 
For Use as a Stirrup Only.—The Kirschner wire is first drilled 
through the bone independently, and the two halves of the 
stirrup are threaded separately over the ends of the wire and 
locked together. Gripping and straining are then completed as 
before. 
For Removal of Wire——One half of the stirrup is detached, 
rwctiew the other half still gripping the wire for easy with- 
drawal. 
' For Use with Steinmann Pins.—The pin aperture of each 


side is threaded over the pin-point, and the two halves are 


locked (Fig. 4). 


gripped by tightening the wing-nuts B and c, care being taken 


It is hoped that the instrument, while serving several purposes, — 


will help to overcome the difficulties arising from the use of 
stirrups with an apparently endless variation in size of nuts, 
strainers, and spanners, due to differences in standardization. 
As each director stirrup. is a complete entity, any slight variation 
in manufacture will not cause this inconvenience. ye 

The stirrups are made by Messrs. Masters and Son, Old Kent 
Road, London, S.E., and have been supplied through the London 


County Council, to whose photographic department at the | 


Southern Group Laboratory I am also indebted for the photo- 


graphs reproduced. 
CALCULATING FOOD V/.LUES 


Messrs. Vitamins Ltd. (23, Upper Mall, Hammersmith, London, — 


W.6) have just issued a “ Food Value Calculator ” (price 2s. 6d.) 
designed to simplify the evaluation of family and institutional 
diets in terms of the main nutrients. This ingenious device 


consists of two superimposed concentric circles of card, so — 


arranged that one can be simply slid over the other, thereby 


revealing through appropriate slots the kind of approximate — 


figures that dietitians and nutritionists often wish to have — 


quickly at their disposal and almost as often have to do without 


—or at best elaborately to calculate for themselves. Incidentally, — 


it manages to cram together very competently a mass of general 


information about the composition of many foods, including — 


milk, butter, and cheese, cereals and bread, fruit and vegetables, ] 


eggs, fish, and meat. Conservative estimates as to average daily 
requirements are given’ for protein, calcium, iron (available), 


and vitamins A, B,, and C. 
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PULMONARY DISEASE IN MINERS 


There is still a wide belief outside coal-mining circles 
that the dust hazard of coal-mining is relatively unimpor- 
tant, that anthracosis causes little incapacity, and that, in 
contrast to silicosis, it does not predispose to tuberculosis. 
The recently published M.R.C. report’ on chronic pul- 
monary disease in South Wales miners is a most valuable 


- contribution to this highly important industrial problem, 


and should go far to correct misconceptions and to provide 
evidence on which preventive action can be based. And 
it is fitting that the report should be issued at a time when 
much attention is focused on the reorganization of «the 
coal-mining industry. The present volume, entitled 
“Medical Studies,” consists of a report by the Committee 
on Industrial Pulmonary Disease, an extensive medical 
survey carried out by P. D’Arcy Hart and E. A. Aslett, 
and a pathological report by T. A. Belt (with assistance 
from A. A. Ferris). We are promised a second volume on 
environmental investigations within a few months. 

It. is pertinent to refer to the events that led up to the 
investigation. It had been recognized that in the coal- 
mining industry one class of occupation was comparable 
with the surface industries (for instance, quarrying and 
dressing of sandstone) causing silicosis—the driving of hard 
headings through strata composed of various kinds of rock. 
But the number of men engaged in this class of work 
formed only’ a small proportion of the total number 


_employed underground. In 1936 the chief medical officer 


of the Silicosis Medical Board drew attention to the in- 


_ creasing claims for compensation made by coal-miners in 


South Wales: thus in 1933 there were 234 claims ; in 1935, 
398 claims. Moreover, the proportion of refusals rose 
from 23% to 52%. It was noted that a large proportion 
of the cases arose in the South Wales coalfield, and that 
by far the greater proportion of the increase was derived 
from the anthracite mines in this area. The increasing 


’ proportion of refusals appeared to be due to the fact that 


a disabling pulmonary disease existed among the miners 
which did not fulfil exactly the definition for silicosis laid 
down by the International Conference held at Johannesburg 
in 1930. At the request of the Home Office and the Mines 
Department the Medical Research Council therefore under- 
took to investigate the whole problem from the ict stile 
clinical, and radiological points of view. 

The medical suryey involved the examination of 2,000 
miners from 16 collieries, and of nearly 400 coal-trimmers 
from 4 coal-exporting ports. The entire population (560 
persons) of one anthracite colliery was clinically and radio- 
logically investigated, full industrial histories being taken. 
From the remaining 15 representative South Wales collieries 
(7 anthracite, 5 steam, and 3 bituminous coal) selected 
colliers were x-rayed only, again with full industrial 
histories. In addition, there were similarly investigated 
long-term workers from the surface screens at various 
collieries, and men occupied as hauliers or riders on the 


underground roadways at two of the bituminous coal 
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collieries who had been exposed to the shale dust used for 
stone-dusting. The data obtained from this elaborate 
investigation were analysed in a most searching manner. 
There can be no doubt of the importance of the conclusions 
formed. ‘Hart and Aslett offer a new radiological classifica- 
tion of the changes caused by dust in coal-miners. (Excel- 
lent representative x-ray plates are reproduced.) There 
are two main divisions: consolidation and reticulation. 
Consolidation is a composite category including discrete 
nodulation and various forms of conglomerate shadow, 
corresponds to the changes which generally go under the 
“silicosis ” in coal-miners, and is seen in cases 
certilied as “ silicosis for compensation.” But a substantial 
amount of pulmonary abnormality of the same type was also 
found in men still working underground. It is the cause of a 
serious amount of respiratory disability, taking the coalfield 
as a whole, although the affected men can often continue 
their accustomed work for some years within a limited 
range of effort. The greater part of this consolidation 
abnormality in the anthracite mines is found among the 
Colliers. Its distribution is broadly correlated with the 
disposition of the differing ranks of the coals mined in this 
field: the highest is found in the anthracite mines in the 
western half of South Wales, the lowest in the bituminous 
mines of Monmouthshire ; and there is a fairly gradual 
decrease in incidence between these extremes through the 
steam-coal mines. 

No special emphasis has hitherto been laid on reticula- 
tion, a term newly coined. It is described as a characteristic 
non-nodular pulmonary x-ray change which may be 
associated with respiratory disability, but which does not 
conform to the criteria generally accepted as indicating 
silicosis for compensation purposes. It is a dust condition 
of occupational origin, as the appearances are very infre- 
quent among the general population of the area. Reticula- 
tion is an earlier x-ray change than the well-known discrete 
nodular and conglomerate shadows, and it remains recog- 
nizable in these later stages. It represents in fact an 
essential part of the pneumoconiotic process leading to 
consolidation. Like the latter, it is found mainly among 
colliers. Its incidence follows a trend like that of con- 
solidation, and is generally on a higher level than consolida- 
tion. Belt shows that this reticulation corresponds to a 
notable retention of silica (the greater part in the form of 
silicate) as well as of carbon, with the elaboration of 
reticular tissue throughout the interstitium of the lung. 
This “ dust-reticulation”” tends to impair the function of 
the lung by encroaching upon vital capacity and interfering 
with the elasticity of pulmonary tissue, thus contributing to 
the development of emphysema. Dust-reticulation is not 
necessarily progressive, but the grosser indurations of 
anthraco-silicosis develop on the basis of dust-reticulation. 
As dust-reticulation, and even the various stages of con- 
solidation, differ from classical silicosis, it is suggested that 
the changes represented by both be included under the 
term “ pneumokoniosis.” Although no tubercle bacilli were 
found in the sputum of those in whom this examination 
was carried out, Belt shows that pulmonary tuberculosis 
tends to be so modified in colliers that it loses its identity 
and becomes merged with the pneumoconiosis. The com- 
bined effect constitutes a more or less separate and distinct 
disease ; and the term “koniophthisis” is suggested to 
cover it. He also would liké to see the term “ anthracosis ” 
replaced by the non-specific term “ dust-reticuiation.” In 
the first place anthracosis has come to denote something 
harmless, akin to tattooing of the skin ;.and in the. second 
place there is in such lungs a good deal of silica as well as 
coal-dust, 

. Hart and Aslett point out that even when reticulation 
is not accompanied by clinical disability its presence still 
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implies the risk—considerable in certain mines—of the later 


progression to consolidation with its more serious accom- 
paniment. It is not yet possible to say what is the cause. 
of the changes described apart from the fact that dust at 
the coal face is responsible. So far it would appear that 
none of the actual methods and processes used in mining 
coal is the main factor in the incidence of either of the 
abnormalities in anthracite colliers, but they may be con- 
tributory. Therefore certain suggestions for change in 
mining procedure that might cause improvement are made 
by the Committee on Industrial Pulmonary Disease. The 
committee further recommends that 
coal-workers,” when fulfilling the criteria of radiological 
change (including reticulation) and pulmonary disability, 
should be included with “silicosis” for purposes of 
compensation, and that not only underground workers 
_but also screen workers at collieries and coal-trimmers at 
docks should be covered. Finally it points to the great 
advantage that would accrue from initial and periodic 
examinations of all coal-miners in South Wales. These 
examinations would make possible the transfer of men to 
more suitable work before they became unfit ; they would 
facilitate the detection of tuberculosis and the removal 
from the mines of men in an infective stage; and over 
a long period of time they would provide a means of 
observing the effects on health of any preventive measures 
carried out in the mines. Although it is not so stated, we 
assume that an x-ray examination is regarded as an essential 
part of the initial and periodic examinations, and it should 
therefore be known how far miniature indirect radiography 
would lend itself to the detection of reticulation. 

The investigations are being continued, and further 
reports will be awaited with high interest. In the mean- 
time two corollaries appear to follow from the findings and 
recommendations already published. In view of the estab- 
lished relation between dust-reticulation, or “‘ anthracosis,” 
- and tuberculosis, it would seem wise to include active 
tuberculosis for the purpose of compensation. This would 
undoubtedly encourage the elimination of potential sources 
of infection from the mines. And, finally, some form. of 
rehabilitation scheme involving vocational training for’ the 
partially incapacitated appears to be called for. As 
T. W. Davies,? a tuberculosis physician to the Welsh 
National Memorial Association, 
described, financial compensation, particularly when it is 
partial, fails to bring about the social rehabilitation of men 
who have been connected with mines all their life. Their 
_ plight, he says, is most distressing. And these men, at the 
present time at all events, represent an appreciable reservoir 
of man-power. 


SCABIES 
Scabies has always been one of the minor horrors of war, 
and it still remains with us in our. present discontents. A 
fact, however, that has. not been generally appreciated is 
that, although after 1918 its frequency diminished very 
much, scabies began to increase in 1936 while peace still 
reigned in Europe. It has undoubtedly increased more 
rapidly since the war broke out, but it is doubtful whether 
this can be attributed to shelter life and wartime crowding, 
for, as Kenneth Mellanby has pointed out, the disease has 
increased just as rapidly in areas where there has been little 
enemy action and where but a negligible portion of the 
community has ever lived in shelters. Other reasons must 
be sought to explain the increase. It is a little remarkable 
that scabies should be so difficult to control, for the causal 
organism is well known, comparatively large, and super- 
ficial in its attack. The central facts in the life eae of 
? Publ. Hith., 1942, 85, 101, 102. 


“ pneumokoniosis of © 


has graphically 


the Sarcoptes scabiei are that the adult female landing on 
a new host immediately begins to burrow and lay eggs, 
which take just about a week to develop into adults. On 
emerging from the parent burrow they spend but a short 
time on the surface and then make burrows for them- 


selves. Reproduction probably takes place both sexually 


and parthenogenetically. 

The practical problem of the control of scabies divides 
itself naturally into two parts : the prevention of infection, 
and the provision of speedy and successful treatment. It 
is well known that the usual method of infection is by 
personal contact, and there seems no need for the contact 
to be particularly intimate. The chief point of contention 
among those who have experience of the disease is the 
importance of fomites in spreading infection. Since the 
last war the military authorities have always emphasized 
the dangers of infected blankets and have laid great stress 
on the disinfection of all fomites. According to R. M. 
Gordon and D. R. Seaton’ spread by fomites is a risk, 


but it must be borne in mind that their work was carried | 


out in animals with Notoédres, not with Sarcoptes. Recent 
work by K. Mellanby,** which has been confirmed by 
several other observers, tends to show—and, in fact, well- 
nigh proves—that ‘scabies is scarcely ever spread in this 
way. Volunteers have slept in beds previously occupied 


by heavily infected persons and have all escaped infection.. 


(As, however, the accuracy of diagnosis of scabies in mili- 
tary circles is by no means above reproach, and as it is 
quite often confused with pediculosis, it will probably be 


wise for the Army to continue their present practice.). We — 


must, however, seek elsewhere for the real reasons for the 
spread of the disease. Are there “scabies carriers”? 
The answer must be in the affirmative, for there is no doubt 


that there are many individuals infected with scabies who | 
fail to exhibit the typical picture of the disease. In the — 


first place there are insensitive persons on whose tactile 
nerves the nocturnal wanderings of the sarcoptes make no 
impression, and who consequently make no complaint of 


irritation, even though they may be heavily infected. But — 


much commoner than these are individuals who have been 
infected only recently, and in whom the’ characteristics 
of the eruption have not yet properly developed. Scabies 
is not a disease in which infection takes place one day and 
in which the diagnosis can be readily made the next. It 
takes time to develop. This time varies a good deal in 
different people and depends to some extent on the per- 
sonal habits of the patient. Those who pay close attention 
to daily ablutions undoubtedly delay the spread of the 


infection, though a daily bath will certainly not stop it. — 
The time taken to establish the scabietic picture may, there- _ 


fore, be anything from three weeks to two months. During 
that time the patient is an undoubted menace to his con- 
tacts. The menace ceases as soon as treatment is begun. 
The lesson to be drawn from these considerations is that 
as soon as one case of scabies is detected in a family, or 
in an institution such as a school, not only should that case 
be properly treated and all the contacts (e.g., other members 
of the family) be inspected, but in view of the difficulty 
of making the diagnosis i in the early stages they should also 
undergo treatment. It is impossible to lay too much stress 
on the frequent inspection of individuals living a communal 
life or of those who are for one reason or another: being 


sent: to join a new community. This applies equally to \ 
members of the Forces,-dwellers in hostels, or evacuated 


children. Any vesicle in: the neighbourhood of the hands 
or feet should be an object of suspicion, for the sarcoptes 
may often be found therein, although not a single typical 
burrow = be discoverable, and on several occasions 


} British Medical Journal, 1942, 1, 685. 
2 Publ. Hith., 1942, 85, 150. 
8 British Medical Journal, 1942, 2, 1. 
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during the routine examination of children a single inter- 
phalangeal vesicle was the only lesion on the whole surface 
of the body and yet a sarcoptes was found in it. Had these 
cases not been detected they would undoubtedly have 
been serious sources of infection. As a counsel of perfec- 
tion it is recommended that a skilled dermatologist should 
be available for consultation in all cases of any difficulty. 
The second part of the problem is that of treatment. To 
be satisfactory the treatment of the disease must be 


‘speedily effective, easy to apply, free from objectionable 


odour and the risk of dermatitis, and there should be no 
relapses. It must be admitted at once that the ideal 
sarcopticide still remains to be discovered ; in fact, it is 


questionable whether one has yet come to light more 


efficient than the time-honoured sulphur ointment. 
SulpHur in other forms can of course also be used. 
Among the new preparations which must be con- 
sidered are benzyl benzoate, dérris root and its active 
principle rotenone, and preparations of pyrethrum from 
Chrysanthemum cinerariaefolium. All these products 
have been thoroughly tested by Mellanby and his co- 
workers, and the following remarks are largely based on 
their conclusions. It appears that no substance has yet 
been tried which is superior to’the old stand-by—the 10% 
sulphur ointment of the B.P.—or to the polysulphide pre- 
paration known as Marcussen’s ointment or kathiolan. 
The only other sarcopticide which gives results in any way 
comparable is benzyl benzoate, of which a 20% emulsion 
in soft. soap and spirit appéars to be quite satisfactory. 
There is, however, a serious’ objéction to this application 
in that it is liable to cause an intractable scrotal dermatitis. 
(The same objection seems to apply to derris root and 
rotenone.) Moreover, it is not very suitable for use at a 
children’s treatment centre, for it always causes a certain 
amount of stinging, and if applied to a raw area or to 
septic burrows is extremely painful.’ As Dr. Dorothy 
Carter points out, it is difficult enough to get regular 
attendance at a treatment centre-in any case; it is -well- 
nigh impossible with a “ burning lotion.” One of the more 
prominent supporters of benzyl benzoate is Dr. N. D. 
Begg,“ who has treated considerable numbers of cases as 
in-patients at the Eastern, Hospital (L.C.C.). In-patient 
treatment of course gives the medical officer good clinical 
control ; hence one is not greatly impressed with Dr. Begg’s 
figures, which give the average duration of treatment in 
157 cases as just over twenty days. There may be, however, 
an explanation for this in that his cases, being more severe 
than the average, were for that reason admitted to hospital. 
‘ Of the various preparations of sulphur other than oint- 
ment, which many object to on account of its messiness 
and its odour, dimethylthianthrene, which before the war 
was sold under the name “ mitigal,” is well spoken of by 
several observers, but it is expensive and now almost un- 
obtainable. Gordon and Seaton had good results with 


tetraethylthiuram monosulphide in the treatment of animal - 


scabies and recommend its trial in human cases. Sulphur 
lather and flowers of sulphur seem to be unreliable and 
no more free from the risks of dermatitis than ointment, 
and they also need more skill in their application. The 
conclusion that Mellanby has: arrived at after careful study 
based on 1,500 cases is that the classical treatment of 
Scabies, consisting of three applications of ointment after 
three baths, is quite satisfactory and efficacious. Even 
without the bath two applications of the ointment have 
yielded 100% cures. The lines upon which he looks for 
improvement.are (1) the substitution of vanishing cream 
for the paraffin base, as both more pleasant to use and 
affording economy in the use of paraffin, and (2) diminu- 
tion of the sulphur content of the‘ application employed. 


‘Publ. Hith., 1942, 85, 151. 


For years many dermatologists have held that it is un- 
necessary to use an ointment containing 10% of sulphur, 
and in his experiments with the vanishing creams Mellanby 
finds that a cream containing only 0.5% sulphur is strong 
enough to kill most of the parasites. All are agreed that 
the treatment is most efficacious when administered by 
skilled personnel, but if this is not available sulphur oint- 
ment is the easiest and the most satisfactory when the 
treatment has to be administered by the patient or the 
patient’s parents. On the whole the solution of the problem 
appears to be in the direction of more accurate diagnosis 
and not only inspection. but treatment of contacts. There 
is no serious fault to find with the classical treatment of 
the disease. 


HYPNOTICS, ANALEPTICS, AND MENTAL 
DISEASE 


Sleep is a many-faceted problem. Only a conjunction of 
comparative biology, chemical physiology, electro-physio- 


logy, clinical and experimental -neurology and psychiatry - 


will suffice to give even an approximate account of the 
phenomenon we call sleep. Even with such diverse fields 
of knowledge to draw upon our understanding remains pro- 
visional. If there is a sleep centre, or, more correctly, a 
waking centre, what determines: its rhythm, and of what 
nature is its own intimate activity? Sometimes pharmaco- 
logical experiment will help to get to the root of a matter 
of this kind: the tissues may be subjected to chemical sub- 
stances introduced from without, and their reaction 


examined. It has been found that one of the effects of 


hypnotics is to damp down oxidation in brain cells ; it is 
therefore possible that one of the characteristics of the 
sleep process, and perhaps one of its. fundamental condi- 
tions, is a lowering of metabolism in brain tissue, especially 


_in those cellular regions upon which the occurrence of 


sleep most intimately depends. Variations in the tempera- 
ture of a tissue are indicative of variation in the oxidation 
rate in it. Using this principle, Pick’ has shown that the 
temperature of different parts of the brain may be made to 
vary by giving hypnotics, and in this way he has confirmed 
the differential locus of. action of the latter. This was 
demonstrated in another fashion in Kieser’s* chemical 
observations on the different concentration of hypnotic 
substances in different parts of the brain. 
paraldehyde cool the cortex more than the brain stem, and 
luminal has the reverse effect. The same delicate’ technique 
of the thermal couple which will register changes of 
temperature as small as 1/200th of a degree centigrade in 
the brain cells has been used by Pick to investigate the mode 
of action of analeptics, especially cardiazol. This has 
become of great importance in view of the mystery that 
still attaches to the modus operandi of cardiazol and con- 
vulsion therapy generally in the cure of mental disease. 
Pick found that cardiazol, pharmacologically antagonistic 
to hypnotics, increases the cerebral metabolism, sending the 
brain temperature up by 0.5° C. Moreover, this action is 
primarily in the brain stem, as is that of all other con- 
vulsants which have recently acquired a reputation in the 
cure of mental disease. Do mental diseases after all depend, 
as Mott suggested, on insufficient oxidation, but not, as he 
thought, in the cortex so much as in the brain stem? It 


‘is unlikely that an uncomplicated hypothesis of that sort 
- will prove to be sufficient. Sleep and mental disorder may 


be similar, but they are not the same thing. They cannot 


‘both be the result of sub-oxidation and nothing more. 


Knowledge must go. deeper arid become more minute still. 


It must be acknowledged that Nature’s laboratory in, the 


1 J. Mt. Sinqi Hosp.,.N.Y., 1941, 7, 


609. 
2 Arch. exp. Path, ol., 1927, 127, 230. 
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many-functioned brain stem is more than a little intricate. 
We may take its temperature, but the physico-chemical pro- 
cesses that go on there remain, in spite of much brilliant 
work, a wonderland still largely to be explored. 


ORGANIZED TREATMENT OF CANCER 


Forty years ago there was only one method of treatment 
which could hold out any hope for the patient suffering 
from cancer. During the last 20 years, however, great 
advances have been made in radiotherapy, and for many 
types of malignant disease it has become the treatment of 
choice. At first the surgeons looked upon radiotherapy 
with scepticism, but once its benefits were proved there 
was a grave danger of the two methods of treatment being 
looked upon as rivals. In recent years, however, it has 
become more and more evident that each is complementary 
to the other. During the last ten years the members of 
the Radium Commission have been in a unique position 
to realize the truth of this statement. As a result of their 
experience they have issued a memorandum (see p. 48) 
which suggests the. principles of a regional organization 
for bringing together the two types of treatment, and the 
necessary ancillary services into ong team. With our pres- 
ent knowledge of the treatment of cancer, such a team 
must consist not only of physicians, surgeons, and radio- 
therapists but also of pathologists and physicists who have 
special experience in assiSting in the treatment of malignant 
disease and must be able to attend the operating theatres, 
treatment rooms,.and wards. The memorandum points 
out that it may be necessary for this team to be chosen 
from several hospitals in the same region, although, owing 
to the nature of the apparatus, the radiotherapy will prob- 
ably be centralized in one institution. There may be some 
difficulty in deciding the size of the team. If the number 
of surgeons is too great there will be a real danger that 
each will not get enough experience to become proficient. 
For the same reason the team must serve an area contain- 
ing a population of about 1,000,000, from which some 
1,000 treatable cancer cases may be expected. The memo- 
randum stresses the importance of proper “ follow- -up” 

departments and the necessity for accurate records. A 
valuable suggestion is made as to the administration of 
such a cancer organization—namely, that there should be 
an executive committee, with representatives of all the 
hospitals and bodies concerned in the area. Among other 
duties, this committee would choose the team which 
carries out the work. The publication of this memoran- 
dum is opportune, because recently the Ministry of Health 
asked local authorities to draw up instalment schemes under 
the Cancer Act, and many local authorities may find a 
memorandum from such an independent and unbiased 
source as the Radium Commission of considerable help 


to them. Copies of the full text may be had from the . 


Secretary of the Commission, Westminster Hospital, S.W.1. 
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Cattle which are fed- on spoiled sweet clover hay develop 
a _haemorrhagic diathesis, as a-result of which bleeding may 
occur in practically any part of the body." Common sites 
of bleeding are the ischial and thigh regions, the neck and 
shoulders, and the wall of the thorax, but it is rare in the 
parenchymatous organs. Haemorrhage is common on the 
serous surfaces, but less so on the mucosae. Affected 
animals are particularly liable to bleed to death after 
operations such as castration and dehorning. Focal necrosis 


1 J. Amer. vet. med. Ass., 1924, 64, 553. _ 


of the liver is sometimes found post mortem, but it is 


doubtful if this is closely correlated with the haernorrhagic — 


tendency. or if there are any characteristic anatomical 
changes except those due to haemorrhage and anaemia.’ 
The haemorrhagic tendency is due to a decreased coagula- 


bility of the blood, and Roderick? showed that this was — 


associated with a diminution in the amount of prothrombin 
as estimated. by Howell’s acetone-precipitation method. 
The mechanism is therefore different from haemophilia, 


in which blood coagulation is delayed but prothrombin is: 


apparently normal. It may be mentioned in passing that 
haemophilia has recently .been described in swine.‘ 
Roderick’s investigations were the mainspring of the cycle 
of discoveries which have culminated in the recognition of 
hypoprothrombinaemia as the cause of haemorrhage in 
jaundice and the newly born and have led to their effective 
treatment by vitamin K. 

It is fitting that the latest of these discoveries should be 
the isolation of the active principle of spoiled sweet clover 
hay, which depresses the formation of prothrombin, as 


3,3-methylene-bis-(4-hydroxy-coumarin)—to which we fe- - 
Despite its long name, this 


ferred. earlier this year.’ 
anticoagulant, which is coming to be referred to as 
“dicoumarin,” is a relatively simple substance easily 


synthesized. It is cheap and it acts by mouth, and these 


apparent advantages over heparin have encouraged people 
to experiment with it in infective and non-infective throm- 
bosis in man.’ In practice considerable difficulties are 


encouftered: The action is very variable from case to case, 


owing perhaps to insolubility and irregular absorption, a 
difficulty which may be overcome by parenteral injection 
of the soluble sodium salt. From experiments on dogs, 
Bingham and co-workers® believe that the maximum dose 


tolerated intravenously is almost certainly not much greater 


than 25 mg. per kilo and very likely less. In man single 
doses of 1,000 mg. orally seem to be safe,® but it is not 
known how soon or how often they can be repeated. 
Divided dosage of the order of 200 to 300 mg. a day has 
also been used in man ; the coagulability of the blood may 
be considerably reduced in 3 or 4 days, and the effects 
must be followed closely to avoid overdosage. There is 
obviously much to be learned about methods of administra- 
tion, and it is essential that the knowledge should not be 
too dearly bought. There is a latent period of 24 to 72 
hours before coagulation is reduced, but once the drug 
comes into action the effects may last for 8 to 10 days 
after withdrawal. Overdosage leads to multiple haemor- 
rhages, and the condition is improved only temporarily by 
transfusion and little, if at all, by vitamin K. The signifi- 
cance of the various laboratory data is not yet clear. 
Dicoumarin has much less effect on the ordinary coagula- 
tion, and it is essential that the knowledge should not be 
(prothrombin time), and it may lead to an apparent reversal 
of the coagulant action of the tissue extracts usually 
employed in these tests."° The apparent advantages of 


dicoumarin over heparin in the treatment of thrombosis 


have thus not yet been established, and there is more than 
a possibility that it may prove more dangerous and less 


efficacious than heparin. Townsend and Mills" are right 


in suggesting that experimentation with dicoumarin in man 


should fér the present be limited to clinics with special ; 
haematological facilities and previous experience in this ; 


field. 


2 J. vet. med. Ass., 1929, 314. 

3 Amer. J. Physiol., 1931, 96, 4 

4 Proc. Soc. exp., Biol., N.Y., ol, 48, 217. 
5 British Medical Journal, ao 42, 1, 78. 

6 J. biol. Chem., 1941, 138, 5 13. 

7 Proc. Mayo Clin., 1941, 16, 388. 

8 Amer. J. med. Sci., 1941, 202, 563. 

® Lancet, 1942, 1, 318 

10 Glasgow. med. i, 1942, 137; 57: 

11 Canad. med. Ass. Tx 1942, 46, 214. 
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SURGICAL ECONOMICS IN WAR*. 


BY 
Brigadier C. MAX PAGE, D.S.O., F.R.C.S. 


In the organization of the Army the important part played by 
the medical services in maintaining the health of the troops is 


| generally recognized. The possibility of keeping large armies 


in the field without undue wastage is accepted as being one 


of the striking achievements of preventive medicine of this — 


century. This is effected by preventive inoculation, sanitation, 
and: personal hygiene, and these subjects remain a primary 
and essential responsibility of the Service. When other methods 
are looked for whereby the medical branch can conserve man- 
power, it is apparent that, broadly considered, the efficient 
working of every department of the R.A.M.C. conduces to 
this end, and each branch has its special problems. I propose 
to consider in detail the responsibility from the surgical aspect. 
{| will not refer to the handling of battle casualties, but to the 
less obvious and dramatic saving of man-power which can be 
effected by the management of the individual soldier suffering 
from diseases or disabilities that turn up apart from fighting. 
The views I express are personal, and are coloured by my 
observations of the results of various surgical work carried out 
in the Army and Ministry of Health Service during the past 
few years. The ideas put forward are not original, and the 
actions, advice, and, attitude suggested are already operative in 
many centres. They are set forth here with the prime aim 
of giving the medical officer new to the Service a basis of 
action suited to our present needs. 


The General Objective 

A dogmatic definition of the procedures that will achieve an 
aim, the successful pursuit of which must in the main depend 
on an attitude of mind, is by no means-easy. In medicine 
agreement between a group of doctors on the tredtment and 
disposal of an individual case is seldom a simple problem. 
In peacetime the propriety and expediency of various methods 
of treatment are allowed to range over a wide field. In war 
the urgent need for the prevention or limitation of disabilities 
and for speed and efficiency in getting men back to work after 
illness requires no emphasis, nor does the importance of re- 
taining a man in his unit, so far as this is possible, once he has 
become a trained and useful member of it. If every medical 
officer realizes his personal responsibility in the matter and 
considers his actions and their repercussions in this light some- 
thing will be achieved. I will discuss the problem from the 
point of view of the unit M.O., the M.O. in charge of a 
feception station, and the operating surgeon. 


The Unit Medical Officer’s Work 

The unit M.O. has an important part to play in the scheme, 
although the wide dispersal of troops complicates his work in 
war conditions. His position in relation to the men of his 
unit may be compared to that of a first-class general practi- 
tioner to his patients or, perhaps more appositely, with that 
of a whole-time school doctor. By means of periodic inspec- 
tions he should be familiar with the physical condition and 


have some knowledge of the psychological attitude of all. 


the men in his charge. He should be fully acquainted with the 


details of their routine work and training, and should take an 


interest in their recreations and study their intimate living 
conditions. By taking an active part in exercises and training, 
the M.O. will learn for himself the strain to which the troops 
are exposed, and will so acquire knowledge that may assist in 


preventing breakdowns ; he will also in ‘this way more easily . 
win the co-operation of the officers and the confidence of the © 


men. 

Turning to matters of detail, it will be the responsibility of 
the medical officer to see that the unit is not carrying men unfit 
for the duties it is expected to perform. It is uneconomic to 
retain men in a job for which they are unsuited from physical 
or mental causes. Cases of acute disease or serious injury 
should clearly be evacuated promptly as they arise to the 
proper hospital, the location of which should be known, and 
with which personal contact should be made whenever possible. 


* A lecture delivered at an RAN M AC. Tenet to a group of newly 
engaged medical officers. 


7 


If, in routine inspections, the M.O. should detect such defects, 


as varicose veins, bubonocele, or deformed toes, he should not 
be in too great haste to send the man for a specialist’s opinion. 
This caution should certainly be, adopted when a man does 


not himself complain of a defect, and is able to perform his - 


full duties in spite of it. 

It is in relation to the minor disabilities of the serving soldier 
that the M.O. will have the greatest opportunity for conserving 
the strength of his unit. Foot troubles represent an important 
proportion of this group. Prevention in these matters is clearly 
better than cure. He should make full use of the chiropodist 
and see for himself that boots and anklets fit properly. He 
should order such modifications to be carried out by the unit 
boot repairer as are possible or desirable. It should be noted 
that if a man has a foot defect which has proved no handicap 
in civil life the provision of light boots may sometimes solve 
the difficulty. The opinion and advice of a near-by orthopaedic 
surgeon will often help him in this respect. The M.O. should 
see that cases of foot-strain or tenosynovitis due to over- 
intensive training are rested before the condition becomes 
chronic. It must be recognized that the company officer is 
responsible for the care of his men’s feet, but the M.O. should 
not on that account fail to take his part of the responsibility. 
A certain number of minor injuries may well be treated within 
the unit, but if it appears that recovery would be more rapid 
under better-equipped conditions the man should be transferred 
to hospital. “The same remarks apply to cases of pyogenic 
infection. Cases of. palmar whitlow. in particular are best 
treated in hospital. 

When a man is sent to hospital, whether for treatment or 


for opinion, the importance of sending notes bearing on the. 


case may be emphasized. The M.O. should remember that 
the patient’s history sheet does not always reach the consultant, 
nor does all the information which may be helpful. Reliable 
observations on the man’s. past medical history and on his 
value as an individual in the unit may be of considerable im- 
portance to the consultant if a proper decision on his treatment 
and disposal is to be made. 


The Reception Station M.O. 


Under quiet conditions the reception station can form an 
important buffer against hospitalization. Men may be retained 
for 10 days in these stations if they are not in need of specially 
skilled nursing and are likely. to be able to return to their units 
within that period. At this stage an opportunity for some 
minor surgery arises. Certain nominated stations are now 
equipped to carry out injections for varicose veins. The selec- 
tion of cases for this procedure is important; and observations 
on this point will be found in the A.M.D. Bulletin. Recent 
knee injuries should only, be retained when the evidence sug- 
gests that there is no gross displacement of the meniscus or 
serious tear of a ligament. The accurate diagnosis of these 
injuries is of great importance, and further reference to the 
subject will be found below. 

Reception stations will receive a good many cases of fibrositis. 
For localized cases injections of 1% novocain will often prove 
helpful and can do no harm. Hot-air baths can be arranged 
with a little resource either by extemporizing electric cradles 
or by the use of a paraffin stove. Cases of acute tonsillitis and 
laryngitis should not be automatically sent for examination by 
an E.N.T. specialist when the acute symptoms have resolved ; 
unless there is definite evidence of chronic disease the man 
should be returned to duty. 


The Surgeon’s Responsibility 

The surgeon can conserve man-power either by the advice he 
tenders or by his methods of operative management. In the 
presence of acute disease and serious injury, where active treat- 
ment is imposed, one can only suggest the importance of early 
rehabilitation once the acute phase is past. 

It is in relation to what may be termed “cold surgery ” that 
surgical economy or extravagance can be practised. One does 
not ask the surgeon abruptly to alter his peacetime views on 
technique. One asks him, however, to be persistently critica! 
of his: methods, and to assess so far as possible whether by 
his operation he is rendering the soldier more fit for his job 
with the least expenditure of time, or whether the soldier could 
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by some adjustment carry on an active life without it. The 
argument will be clearer if some practical examples are given. 

Hernia.—A large number of hernias are being operated on in 
this country, and thé results are not as good as might be 
expected. The proportion of recurrences is high, and the evi- 
dence available suggests that in many cases this is due to 
defective technique. An operation on a soldier or industrial 
worker for hernia, if effectively performed, should in general 
render him an Al man. These operations should, therefore, 
be scrupulously carried out by an approved method and by an 
eXperienced surgeon. In the after-management of these cases 
graded physical exercises are valuable in restoring a man’s effi- 
ciency in the minimum time. Cases of bubonocele due to 
direct hernia, certainly in men showing a pronounced supra- 
inguinal bulge, should not be operated on. The condition does 
not carry any risk of bowel strangulation and can ~be con- 
trolled with a truss. Though the wearing of a truss relegates 
a man to a “B” category it does-not prevent him from taking 
a useful part in some branches of the Army. 

A ppendicectomy.—When this operation is decided on in the 
“cold”® period the evidence leading to the decision should be 
carefully sifted. I have seen a good many men submitted to 
this operation on account of right-sided pain who have been 
found subsequently to have a stone in the kidney or a 
hydronephrosis. Removal of the appendix for what is termed 
“ appendix dyspepsia ” should not be undertaken too readily. 


Varicose Veins—I would suggest that a mild degree of this 


condition does not involve any material disability for Army life. 


any more than it does for a civil occupation, and that, there- 
fore, treatment might often be deferred until after the war. 


Operations on the Feet——It has been generally recognized 
that operations on the bones of the soldier’s foot seldom im- 
prove his capacity or category. The practice of cutting the 
foot to fit the boot was long ago found to be unsatisfactory. 
The use of less drastic measures and the fitting and modifica- 
tion of footwear, so far as is possible in the Service, deserve 
more attention than they are given.. If a man has “got on a 
in civil life with a minor or even a major foot deformity, it 
will be found better to avoid operation except in specially 
selected cases. 
Derangements of the Knee-joint—Troubles with this joint 
are the cause of a good deal of short- and long-term disability 
in the Army. This source of wastage will continue so long as 
the troops play football. The minor cases may be quickly 
restored by a short’ period of rest and pressure followed by 
progressive, active use of the limb. In the more severe, treat- 
ment without accurate diagnosis is little better than a gamble. 
It is essential to differentiate clearly between damage to liga- 
ments and a cartilage tear and displacement. The taking of 
a careful history of the circumstances and mechanism by which 
the injury was caused is of great value here. Tears of a liga- 
ment are produced when the leg is in the extended position 
by forced lateral deviation or hyperextension. Displacements 
of the menisci are caused when the knee is bent and a rotatory 
strain is applied. Operation is only justified if history and 
physical signs point to a tear or displacement of a cartilage. 
The site of the lesion should be. determined with precision. 
It may be noted that the localization of pain and tenderness 
on the medial side is closely related to the position of the 
lesion, whereas with an injury of the lateral meniscus pain and 
tenderness are less well localized and are generally referred 
to the posterior aspect or centre of the joint. Routine x-ray 
examination should never be omitted or else cases of osteo- 
chondritis dissecans and other less common conditions will be 
~missed. Operation duly carried out on a torn or displaced 
meniscus gives a high percentage of good results. If it is 
performed without ‘a precise diagnosis being made and no 
gross lesion of the cartilage is found the outcome is usually 
unsatisfactory. In my experience the removal of both menisci 
(or parts of them) ‘often leads to a joint which is not fully 
stable and seldom allows a man to be graded Al. 

_ Fractures—In these cases, which form so large a part of 
‘the surgeon’s wartime practice, one can only recommend a 
‘critical attitude of mind. Does the method employed impede 
the speed of repair? Does it allow return of functional activity 
at as early a period.as possible? Is everything done that can be 
done to avoid prolonged stiffening of joints in relation to the 


is the treatment of cancer, and of late years the Commission 


_ and fear of the disease among the laity, which prevent the victim. 


while on the “waiting list” their disease steadily progresses. . 


‘their means allow. 


fracfure? Most surgeons agree that overtraction or “ distr 


tion ” of the fragments at a sensitive phase of the repair process, i 


is responsible for delay in union. How far alternative methods 
of treatment lead to better results must be determined by the! 
individual. The reduction and fixation of a fracture are 
mechanical -processes, and the problem is therefore subject to 


many solutions as regards the exact method employed. 1 


Ear, Nose, and Throat Operations——I am here on delicate 


ground and I will limit myself to a few remarks. Operations i 


for the removal of tonsils and for deflected nasal septum 
very often result in a man being “Y™” listed. There have 
been wholesale attacks on soldiers’ tonsils in certain areas, 
whereas in other localities with similar military populations 
such operations are few and far between. q 

In conclusion, I would say that the views which I have 
sketched in a wide field may well be subject for discussion, and! 
I must admit they often lack: precision, but I would emphasize 
that my main aim has been to induce an attitude of mind which 
will assist our Service to do its full share in saving man-power 
and man-hours at the present time. 

I should liké to acknowledge my indebtedness to Major-General 
S. Kyle for advice in assembling these notes. d 


ORGANIZATION FOR CANCER TREATMENT 
MEMORANDUM BY RADIUM COMMISSION* AD 


The National Radium Commission has been established 12 
years and during that time has gathered much information 
about radiotherapy and the organization of radiotherapeutic 
centres. The most important part of the work of such centres 


has extended its observation, wherever possible, to cover the 
whole field of cancer. As a result, the Commission has been 
impressed by the fact that the death rate continues to rise 
although the centres with which the Commission deals treat a 
constantly increasing number of cases, with a slow but persistent 
improvement in the number of patients who survive several 
years after treatment. 
Some Remediable Factors 

Among the remediable factors which contribute to this 
paradox are: 
(1) Late diagnosis——This is due to (a) unsatisfactory condi- 
tions under which many patients are seen for the first time— 
e.g., ill-equipped consulting-rooms and inadequate facilities for 
examination and note-taking ; (b) inexperience of cancer on the 
part of some medical men who see only a few cases a year and 
recognize them only when they are far advanced ; (c) ignorance 


from seeking advice in the early stage. 


(2) Scarcity of beds.—This is a factor affecting the treatment 
of all hospital patients, but it has a more evil effect on the cancer 
patient than almost any other. In most hospitals cases fall 
into three classes: (a) acute emergencies, surgical or medical, 
which are admitted instantly ; (b) patients admitted by a member 
of the honorary staff and generally admitted to his own beds; 
(c) patients who need admission for investigation or for treat- 
ment that can be postponed. These are placed on a “ waiting 
list” and often have to wait a very long time. Under this 
heading are included a large number of cancer patients, and 


(3) Failure to select the most appropriate treatment for each 
case.—This is due to the absence in most hospitals of any 
regular and organized system for consultation, before treatment 
is started, between the various specialists whose skill may be 
needed during that treatment. £ 

(4) Inefficient treatment in inadequately equipped centres.— 
This is due to the natural ambition of every hospital to carry 
out all kinds of treatment, and want of co-operation between 
medium-sized and small hospitals to build up joint centres in 
those specialties in which the needs are more elaborate 


A Cancer Organization on a Regional Basis 


The National Radium Commission puts forward the follow-_ 


ing suggestions for the organization of the treatment of cancer 
on a regional basis. 


General.—The precise form of the administrative arrange- 


ments on which a cancer organization should be built up must 


depend in great measure on the general arrangements for the | 
post-war hospital service which the Government has. promised. 


* Owing to shortage of space the memorandum has: been abridged. 
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‘Twhile the outlines of these arrangements have already been 


* distrac-] announced, the details remain to. be worked out, and accord- ~ 


i it i i than 
r process} ingly it is not at the moment practicable to do more 
methall ae that the arrangements will leave room for a cancer 


4 organization in which the various hospital authorities and other 
1 by the Sadie concerned will play their part. The executive of such 
Ure | ANB in organization should be in the hands of a special Cancer 
ibject to Committee. A whole-time Director of the Cancer Organization 
Ashould be appointed, although it might be advisable to allow 
delicate him private patients within his own hospital but not outside 
erations§ it. The choice of the director must depend on the man rather 
septum§ than on his specialty: he must clearly have a wide experience 
re h of cancer and should be one of the specialists engaged in the 
Te aves work of the organization. It is important that his position at 
a areas the headquarters hospital should be assured, that he should be 
ulations able to meet the members of the honorary staff on equal terms, 
Band that he should be in full and effective control of the 
I have§ arrangements made for carrying out treatment. 
ion, and§’ =The functions of a cancer organization are: (1) To put 
iphasize § before the public those facts about cancer which ought to be 
d which § generally known. (2) To secure the diagnosis of cancer at the 
n-power § earliest possible stage of the disease. (3) To secure prompt 
‘Hand adequate treatment of every case. (4) To improve estab- 
lished methods of treatment and devise new ones. 

The area to be served should be of such a size that not fewer 
than 1,000 cancer cases are treated in a year. Such a number 
can be expected from a population of about a million, and this 
should normally be the smallest number of people for which 
a cancer organization should be established. This number of 
cases is necessary so that (1) each member of the medical team 

‘Fshall see a large enough number of cases to become expert ; 

4} (2) the available radium and x-ray apparatus shall be used to 
capacity ; (3) each type and site of growth may form a group 
large enough for statistical analysis in a few years. 

The staff, besides the whole-time director, must include many 
specialists with all the assistants they need. Physicians, sur- 
geons, E.N.T. surgeons, gynaecologists, radiotherapists, patho- 
logists, radiodiagnosticians, and physicists must all form part 
of the team, be readily available, and meet in frequent consulta- 
tion. As the work of the cancer organization must continue 
without interruption more than one specialist of each type must 
be on the staff, but most of them would probably devote part 

‘] only of their time to the work of the cancer organization. It 
4will be necessary for the radiotherapists, © physicists, and 
| pathologists to be wholly engaged on the work of the organiza- 
10 this | tion. Care should be taken that each specialist deals with 
‘J enough cases to ensure that be becomes expert. 


condi- 


time— § fequirements mentioned above, will almost certainly have to 
ies for be in, or in close association with, one or more large general 
ie the § hospitals. One such general hospital would in most cases form 


the headquarters of the organization, and at that hospital it is 
desirable that a special block or department should be devoted 
to the work. The segregation of the cancer work makes the 
team more “ cancer-minded,” leads to an increase in efficiency, 
-] and facilitates better record-keeping. In few cases, however, 
atment | will all the work of the organization be able to be done in one 
cancel } tospital, and arrangements will have to be made to utilize the 
es fall } facilities of several hospitals ; in that case one or more members 
edical, | of the. staff of each hospital concerned would be appointed as 
ember | members of the team working the cancer organization. Pro- 
beds ; vided that satisfactory arrangements are made for full consulta- 
treat~ | tion, effective co-operation, and perfect co-ordination, much of 
vaiting | the work might with advantage be decentralized. 

The arrangements for diagnosis present many difficult 
problems to be overcome. General medical practitioners will 
| have to be taught to be “ cancer-conscious ” and persuaded to 
r each } send promptly to the cancer organization all patients in whom 
f any | any symptom calls for investigation. For this purpose it may 
itment | be desirable to have arrangements for diagnosis at several or 
ay be | even at many hospitals in the region. Such hospitals must 
~} be well equipped for diagnosis and must be visited at regular 
tres— | intervals by members of the team who are capable of deciding 

carry | whether the patient should be sent to one of the hospitals where 
tween | treatment can be undertaken. Lectures shouldbe arranged 
res in | having for their object the encouragement of patients to seek 
than | advice early. 
| The treatment of cancer in any patient should be under- 
| taken only after consultation between members of the team. 
ollow- | At such a consultation the treatment of the individual should 
sancer | 0¢ Planned, even though modifigation may be needed later. 
_| Although. in some types of cancer the consultation may’ be a 
- | formality, nevertheless it provides an opportunity for the mem- 
“must | Lets of the team to review methods of treatment from time to 
time and for discussion. The treatment having been settled at 
eed consultation, it is then carried out by one of the specialists of 


Fhe housing of a cancer organization, in view of the staff - 


the team, and at appropriate intervals or at the end of the treat- 


ment the patient is again seen in consultation. 

The physicians of the organization will of course play their 
part in the diagnosis and treatment of cancer, but they should 
also be able to give much help in other ways. The recognition 
of metastases, the study of general ‘reactions to treatment, the 
prevention and treatment of complications, and the supervision 
of the health of the workers with radium and x rays should all 
be done by physicians with special experience of these problems. 

Treatment by surgery might be carried out at several of the 
hospitals taking part in the cancer organization, but it is essen- 
tial that it should be done only by the surgeons of the team 
(who have special experience of the operations. needed) after 
consultation with the radiotherapist. The surgeons must be 


provided with all the equipment that will enable them to do - 


their work properly. 

Treatment by radiotherapy will always have to be cdncen- 
trated, if not at one, at most in very few, of the hospitals taking 
part in the cancer organization. The radiothetapist should be 
in full charge of all radium and x-ray therapy of the organiza- 
tion, though it will be necessary for him at times to work with 
the help of the surgeons. The radiotherapist should have at 
his disposal at least one gramme of radium so that he may in 
every case have available the containers best suited to ‘it. He 
should have not fewer than two deep x-ray therapy sets so that 
if one breaks down treatment will not be interrupted. In an 
organization dealing with 1,000 or more cases a year he will 
need four or five tubes in’ constant use, in addition to those 
needed by the physicist. The organization of a radiotherapy 
department has been dealt with in a separate memorandum. 

The pathologist plays an important part in the work of the 
cancer organization, and it is desirable that each organization 
should have at least one pathologist working for it. If the 
clinicians are to have as much help as can be given by a 
pathologist he must be familiar not only with all forms of 
cancer but with the habits of mind and methods of work of all 
those engaged in the organization. His duties will include the 
examination of material removed at biopsies to help in making 
a correct diagnosis, blood examinations and the examination of 
exudates, and bacterial examinations in patients with secondary 
infections ; he should also be available to perform necropsies 
on patients who die, so that causes for the failure of treatment 
may be ascertained and important facts gathered about methods 
of spread, etc. If the work of the organization is carried on 
at more than one hospital, the pathological laboratory may 
conveniently be at only one of these, but the pathologist should 
be in personal contact with all members of the team. . 

Radiodiagnosis is necessary not only for the diagnosis of 
cancer but at many stages in the treatment and in the future 
follow-up of the patient. At every hospital where any part of 
the work of the cancer organization is done there must be an 
efficient radiodiagnostician with modern apparatus. 

Physicists play an essential part in the work of any radio- 
therapy clinic. Their help is needed in the planning of radium 
appliances and the estimation of the dosage delivered. This 
work involves calculations which physicists are specially trained 
to. do. X-ray therapy apparatus needs constant supervision and 
calibration, and depth-dose charts under many varying condi- 
tions are needed. Radium containers have to be tested fre- 
quently for leakage and examined for defects, and it is con- 
venient for the physicist to be made custodian of the radium. 
He should be allowed facilities for research, be provided with 
a well-equipped laboratory and well-fitted workshop, and should 
have a whole-time mechanic. The setting of every patient 
each time he. is treated should be done by one of the radio- 
therapists or under his direct supervision, but the physicist will 
frequently be needed to aid in beam direction and to see that 
patient and staff are adequately protected from stray radiation. 

The beds for the organization should be set aside for its 
patients, and in large hospitals are best provided in a special 
block in which the x-ray therapy plant is situated and radium 
treatment carried out. There must be a large enough number 
of beds to make sure that no case is kept waiting for treatment. 
Some of these beds, for the surgical treatment of patients, may 
conveniently be in hospitals where no radiotherapy is done but 
where the surgical and gynaecological members of the team 
do their cancer work. ‘Not fewer than 75 beds will be needed 
for the cancer organization. 

The follow-up of cancer patients after treatment must be 
thorough and persistent. The patient should attend at regular 
intervals and should, wherever possible, be seen by those mem- 
bers of the team who originally planned the treatment. To 
save patients unnecessary travelling it may be possible for some 
follow-up work to be done at those hospitals where arrange- 
ments for diagnosis only have been made. All cancer patients 
should be followed up for at least 5 years, though much may 
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be learnt by following them up for 10 years or even more. 


to attend: arrangements should be made so that any patient 
who does not keep his appointment receives a reminder of it. 
This must be repeated until the patient does attend or until a 
report is obtained from some medical man who has examined 
the patient. For the purpose of. this follow-up it is essential 
that there should be a system of visiting patients, and this‘can 
be done best by hospital almoners or public health visitors. 

The records of a cancer organization must serve three pur- 
poses: (1) to record the patient’s condition from time to time 
so that an estimate may be made of the changes that have taken 
place in the disease between his visits ; (2) to provide accurate 
records of the treatment to act as a guide for further treatment 
when needed ; (3) to provide a basis for statistical analysis of 
the results obtained by treatment so that the team may know 
where improvements are needed and in what direction they 
should be attempted. For these purposes it is essential that 
there should bea special case paper for the cancer organization 
which should be independent of the ordinary hospital in-patient 
case paper. It should be of a type that is uniform throughout 
all the hospitals taking part in the work of the cancer organiza- 
tion and the main file should be kept at the headquarters. 
Clinicians should always be provided with clerks at each clinic. 
The physicians’ findings and conclusions, the pathologist’s and 
radiodiagnostician’s reports, the account of operations per- 
formed, and full details of any radiotherapy given should all 
be entered in their proper places. Statistical analysis cards 
should be prepared for every patient. 


FEEDING OF INFANTS IN WARTIME 
ADDRESS BY LORD WOOLTON 


Lord Woolton, Minister of Food, attended the annual 
general meeting of the National Baby Welfare Council, 
held in the Great Hall of B.M.A. House on June 26, and 
gave an address on the feeding of babies in wartime. 


He said that the proper feeding of the nation’s children was 
one of the first tasks to which he addressed himself on taking 
office. He had the good fortune to have Lord Horder and 
Prof. J. C. Drummond as scientific advisers. The malnutrition 
which followed the last war was vividly remembered. It was 
obvious only to a comparatively small extent in this country, 
but on the Continent it took a terrible shape, The rising genera- 
tion was left with physical defects and abnormalities, and often 
with a mental twist which had played no small part in 
fomenting trouble during the intervening years. He determined 
that any repetition of such a tragedy should be prevented in 
this country, even, if necessary, at some sacrifice on the part 
of the older people. 

The first step was a baby’s ration. The baby was allowed 
the same quantities of butter, cheese, sugar, jam, and (until 
lately) tea as the adult. No’ doubt the child in his first year 
ought not strictly to want these things, but it was right and 
proper that the mother, particularly the mother who was feeding 
her child as well as herself, should have food for both. The 
first claim on the milk supply was for pregnant women and 
young children. If the parents could pay for it, payment should 
be made, but if they could not pay they must have it all the 
same. The issue was not the financial position of the parents 
but the physical well-being of the child. Child priority in 
milk supplies could not have been carried out but for the 
generous help of America. Large supplies of powdered milk 
were in the United States ready to be brought over to this 
country, so that next winter adequate supplies of milk were 
ensured for infants, school children,, and mothers. Orange 
juice also was being sent over from the U.S.A. in sufficient 
amount to ensure a supply for all babies next winter. The 
other foodstuff which gave special concern ‘was eggs. These 
had been in short supply, but the children had had four times 
as many as the adults. He added that the restrictions were 
not the greatest difficulty of the Minister of Food ; his greatest 
difficulty was the variability of the situation. He never knew 
which cargo was going to be sunk by a submarine, nor from 
what part of the world this country was going to be cut off. 
But whatever the circumstances, the good will of the public was 
behind this policy of looking after the children first. It was 
not sentimentality, it..was statesmanship. 

In reply to questions Lord Woolton said that the new milk 


+ organization he was setting up would go closely into the ques- 


It is not enough that patients should be given an appointment 


. late reduction, of distraction, and of infection. 


_ tion of standards. He promised to consult his medical advisers 
on a suggestion that there should be extended to women during 
the ante-natal period the same facilities for obtaining cod-liver 
oil and orange juice as were available for infants. Other 
suggestions from the meeting were that the growing of parsley, 
said to be rich in vitamins and easily grown, should be 

encouraged, and that more consideration should be given to 

‘the value of butchers’ offal, such as liver and tripe, for young 
children. 

An address was also delivered by Mrs. Drexel Biddle, wife 
the American Ambassador to the Allied Governments. in this 
country, who suggested a scheme whereby concentrated foods 
for the relief of the civil population of the occupied countries 
would be taken in the vanguard of the troops of the United 
Nations on the opening up of a Continental front. : 

In the annual report adopted by the Council it was mentioned 
that an investigation had been undertaken into the spread of 
infectious diseases in day nurseries and nursery schools and 
classes. A suggestion has-been made that there is an increased 
incidence of such infections: through these channels, or that 
the infections occur at an earlier age than would otherwise 
be the case, the. sequelae and complications being corre- 
spondingly more serious. No substantial evidence was found 
to support the case against the admission of pre-school groups 
to communal life in properly constructed and well-administered 
nursery centres. 


v 


Reports of Societies 


DELAYED UNION OF FRACTURES 
At a meeting of the British Orthopaedic Association held in 
Liverpool on May 29 and 30 under the presidency of 
‘Mr. G. R. GirDLESTONE (Oxford) there was a- discussion on 
delayed union of fractures. Most of the speakers remarked on 
the impression generally held that delay in union is commoner 
than formerly; many of them mentioned the difficulties of 
the statistical approach, first of all in deciding upon a standard 
of “union ” in the consideration of the time factor, and in 
comparing fractures of the same bone due to different types 
of violehce. There was agreement in stressing the evils of 


Mr. G. Perkins (Roehampton) differentiated between 
“union” when the fracture was solid and “consolidation” 
when this had progressed to the state of ability to withstand 
normal stresses. He emphasized the importance of functional 
restoration and the need for muscular activity from the outset 
of treatment. — 

Mr. R. Watson-Jones (Liverpool) and S./Ldr. W. D. CoLTart, 
R.A.F., presented a detailed analysis of 500 shaft fractures 
of the femur and tibia treated in Royal Air Force orthopaedic 
units. The most important factors responsible for delay in 
the union of these fractures had been: (a) infection, which 
trebled the union time ; (5) distraction of the fragments by 
excessive skeletal traction, which caused very marked indolence 
of the fractured surfaces and doubled. the union time : (c) delayed 
reduction, late remanipulation, and in the case of the femur 
late bowing or re-fracture, which almost doubled the union 
time. In the absence of these delaying influences fractures 
united firmly enough for the removal of splints and plaster 
in an average time of 14 weeks. Union to clinical tests had 
often been present earlier than this, but immobilization had 


been continued in walking plasters until the stage of. radio- 


graphic consolidation. The early resumption of weight-bearing 
in a walking plaster had been proved to be a delaying factor 
in cases in which minor angulation remained ; the weight-bearing) 
tended to increase the angulation momentarily, and thereby 
distract the fractured surfaces on the open side of the fracture. 
If it was recognized that union had been delayed by infection. 
distraction, late remanipulation, etc., and the period of plaster 
immobilization was extended accordingly, these factors were 
responsible only for slow union and not for non-union. In 
this series where complete and uninterrupted immobilization 
had been maintained there was not a single case of established 
non-union. In 8 cases early bone. grafting had been per- 


formed to accelerate the rate of repair, but in the whole series | 


there was not one case of sclerosis of the fractured surfaces 
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and established non-union, despite a high proportion of grossly 
contaminated and infected fractures: 10% of the cases had 
been invalided ; 90% returned to duty. 

Mr. B. H. Burns (London) believed that the more accurate 
anatomical position maintained in the modern unpadded 
plaster cast was possibly counterbalanced by the longer time 
that appeared to be taken in reaching union. Well-planned 
open reduction in selected cases offered perfect anatomical 
restoration with greater freedom of the soft parts. 

Prof. HARLAN WILson (U.S.A.) believed that the type of 
initial violence might account for the greater time taken by 
motor-cycle injuries, where speed of impact was noteworthy. 
He believed that damage to the vascular supply of bone had 
great bearing on the time of healing. He remarked on the 
frequency of delayed union in cases of multiple fracture, which 
in consequence made greater demands upon the body’s 
osteogenetic functions. His experience with the use of the 
Roger Anderson method of treatment found it subject to the 
same conditions and time of fracture healing as other methods. 

Major Wuite (R.C.A.M.C., Toronto) believed that the factors 
most likely to affect the rate of union were apposition of 
fracture surfaces with complete and continuous immobilization. 
In his survey of 120 cases of fractured tibia reduction was 
considered adequate when it was radiologically estimated that 
75% of the fracture surfaces were in apposition. In 51 well- 
reduced and immobilized legs the average for union was 
44 months ; in 13 inageauately reduced or poorly immobilized 
cases it was 8} months. Bone grafting had resulted in union 
in 96% of the cases, but rehabilitation seemed to take longer 
than in those uniting without operation. 

Mr. D. L. GrirFitHs (Manchester) made a determined plea 
for statistical inquiry by statistical methods. He had submitted 
to such inquiry 249 cases of fracture, with displacement, of 
both bones of the leg. Four definite conclusions were arrived 
at: (1) Open fractures heal more slowly than closed fractures, 
the two forming distinct groups. (2) Direct violence, (3) severe 
violence, and (4) inadequaie apposition of fragments were all 
delaying factors. Figures indicated that-only the grosser errors 
of treatment are important in delaying union. 

Mr. F. W. HoL_pswortu (Sheffield), in a study of 399 cases 
of fracture of the leg, treated throughout by his own team, 
stated that 349 returned to their own work, 35 to modified work, 
and 15 had very poor function. Of 303 adults, 102 compound 
fractures united in an average of 164 weeks (the longest were 
28 weeks—4 cases); the remaining closed fractures -united in 
an average of 13: weeks. He stressed the need to concentrate 
upon end-results rather than upon the time taken to reach 
them. Continuity of treatment by one unit was the essential 
He and other speakers deprecated the late 
reduction occasioned by the slow movement of patients from 
one hospital to another. 

Mr. R. I. Stirwtinc (Edinburgh) discussed dietetic factors 
with particular reference to ‘the important part played by 
vitamin C. 

A Rehabilitation Centre 

On the afternoon of May 29 the Association paid a visit 
to an R.A.F. Rehabilitation Centre by permission of the Air 
Ministry. Members were conducted round the gymnasiums, 
playing fields, swimming pool, etc. Mr. WATSON-JONES gave 
a clinical demonstration at which he stressed the importance 
of carefully graduated muscle exercises, carried out initially 
under the guidance of the medical officer and later in the 
gymnasium under the control of a group of physical training 
instructors and masseuses ; and the value of various outdoor 
games in which the competitive team spirit was encouraged. 
The meeting was then addressed by Flight Lieut. CANToR, who 
described the working of the centre and the importance of the 
patient’s treatment being kept under the close supervision of 
the medical officer at all stages. Finally S./Ldr. Dawes, 
the commanding officer, said how important it was to re- 
create mental and moral fibre in addition to restoring patients 
to full physical fitness. 


Amputations 
On ‘the second day of the meeting a discussion was held 


on' amputations, based upon the different views. held by | 
surgeons in Canada and Great Britain. The former ‘attitude 


was stated by Dr. LE Mesurier of Toronto. The Canadian 


preference for end-bearing stumps for leg amputations was 
founded upon the excellent results and superiority of this type, 
as compared with those depending upon lateral bearing in the 
socket of an artificial limb. The speaker’s remarks dealt more 
particularly with Syme’s amputation, which he was surprised 
to find so universally condemned in Great Britain. 

: Dr. R. D. LANGDALE-KELHAM (Roehampton) explained the 
views of the limb-fitting surgeons for the Ministry of Pensions, 
remarking on the large number of Syme’s amputations which 
were performed in the last war and which had been re- 
amputated at a higher level. Many of the patients had been 
unable to tolerate end-bearing for more than eight years, and 
of those who had had reamputation not one failed to express 
his gratitude at being provided with a stump which gave 
complete confidence. A particular advantage was-the better 
appearance of the limb, which was of importance to a woman. 
Mr. W. A. Cocurane (Edinburgh) made a plea for further con- 
sideration by British surgeons of the advantages of Syme’s 
amputation. [While the experience of the Ministry of Pensions is 
based upon an enormous amount of material, it is necessary to re- 
mark on the fact that the amputations carried out during the last 
war were by a great variety of surgeons, whereas the Canadian 
work has been done by a restricted group, as, of course, in 
recent years has been the practice of the Ministry of Pensions.]} 

The following brief communications were made: (1) Trans- 
trochanteric -Fracture of the Femur, by Mr. NoRMAN CAPENER ; 
(2) Rate of Regeneration of Peripheral Nerves, by Prof. H. J. 
SEDDON ; (3) Fractures of the Femur, by Mr. W. S. DiGGLE ; 


(4) Air Arthrography in Lesions of the Semilunar Cartilages, 


by Mr. C. H. CULLEN and Dr. G. Q. CHANCE. 


Correspondence 


Social Medicine 


Sir,—Prof. J. A. Ryle, in his stimulating letter (June 27, 
p. 801), defines social medicine as follows: “ Social medicine 
is clinical medicine activated in its aetiological inquiries by 
social conscience as well as scientific intent, and having as its 
main purpose the education of professional and lay thought 
and the direction of legislation on behalf of national health 
and efficiency.” This definition would, I feel, be bettered by 
deleting the limiting word “clinical” and by printing 
“ medicine ” with a capital “.M”; for is it not largely because 
doctors have confined themselves to clinical (or bedside) 
medicine ‘that the ultimate causes of disease have been 
neglected and the progress of preventive medicine delayed? 

Social medicine is, in some part, clinical medicine, but it is 
also, and in greater part, preventive medicine, and in whole 


it is just Medicine with a capital M: the science and art of 


making our people healthy and of keeping them healthy. Here 
1 offer another definition: “ Social medicine is the science and 
art of Medicine activated and directed by the study of social 
conditions for the promotion of national health and efficiency.” 
—I am, etc., 
Oxford. 


Sir,—Prof. Ryle has developed the suggestive ideas of 
Sir Farquhar Buzzard in his Oxford address (June 6, p. 703), 
and has coined the term “applied aetiology ” to describe the 
scope and functions of social medicine. Perhaps “ applied 
physiology ” would be a better term. In the same way sanitatior 
might be described as applied bacteriology, for sanitary practice 
is the application of our knowledge of bacteria in keeping 
them out of our food and water and in removing them safely 
in our drains and dustcarts. A good deal of leeway has still 
to be made up in internal sanitation, which is that cleansing 
of bacteria from our homes and workshops and from our 
persons. But in the study of disease, and in tracking back 
its ultimate causes, we reach a point in our effort at contro! 
in which we pass from pathology to physiology, from the study 


R. McCarrIson. 


of impaired or disabled life (disease) to integral and complete _ 


life (health). This extension of the field of medical study and 
practice is called “social medicine ”—a rather vague term. 
Medicine has always been social ;' and we seem to put the 
word “social” in front of it when it achieves a more efficient 
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degree of -service. We might as well speak of social haber- 
dashery and social grocery when they reach the chain-store 
development in supplying their commodities. Sir Farquhar 


’ Buzzard has truly said that medicine hitherto has been pre- 


occupied with disease and is now turning more .and more 
towards the study of health. What is meant by social medicine 
is really the medicine of health, - ~ 

He has advised the reorientation of the medical curriculum 
so that the doctor may play his part in this new and wider 
medicine. This idea holds out the prospect of a redirected 
curriculum designed to give the student a new and total con- 
ception of his future work as a doctor and a training for that 
work. In this new curriculum the chair of social (or total) 
medicine should be the keystone of the whole system, sup- 
porting, and being supported by, all the other subjects ; and 
the young doctor would begin his work informed as to the 
fullness of its scope, and trained to practise the medicine of 
disease and also the medicine of health. 

The two subjects most closely related to the-‘* health ” work of 
the doctor are obstetrics and paediatrics. It would be difficult 
to say which is the more important; and indeed they both 
hang closely together. But paediatrics is certainly the most 
neglected in teaching, and offers the greatest opportunity of 
improvement in practice. Hitherto the medical: schools have 
given the “ young ” subject paediatrics a small place in teaching 
and examination, a place far short of its importance in practice. 
On this the views of practitioners would be of great interest 


* and value, and might assist in overcoming the conservatism 


of the medical schools and hastening reform. The mother, 
the child, and the home are the basal unit of our social structure. 
The family is the oldest, strongest, and best of human societies ; 
and the health of the family is the centre and beginning of 
national health.. The home is the place where vital problems 


_ and principles of sociology and medicine meet, and where social 


medicine can operate with great power ; and it is the field of 
practice that belongs pre-emiinently to the family doctor.— 
I am, etc., 

Edinburgh. _ CHARLES MCNEIL. 

The General Practitioner and Research 

Sm,—However long delayed may be the end of the present 
struggle, the essential need for co-operation in natidénal and 
economic. affairs in the post-war world has been fully estab- 
lished. The need for a like degree of co-operation between 
the general practitioner\and what can broadly be described as 
the research worker seems to us to be just as necessary. 

At present the wide experience of the G.P. and his intimate 


‘knowledge, extending over many years, of his patients, their 


families; and their ailments, which give him many advantages 
of which he is sometimes not fully aware, end with his 
retirement or death. We believe that a team of G.P. volunteers 
in co-operation with a laboratory team working at some specific 
problem—for instance, asthma, allergic diseases, endocrine dis- 
orders, etc-——could throw some light on many problems at 
present obscure. Such teams in different areas, under the 
general direction of a central body, would result in pooling 
the experience of many G.P.s and would, we believe, be of 
great value: to the advancement of medical knowledge. 
—We are, etc., 
A. K. JAMEs. 
H. J. Gipson. 


e 
The Planning Commission’s Report 

Sirn,—The Medical Planning Commission is to be congratu- 
lated upon putting forward the interim report for survey and 
discussion by the whole profession. Those who have been 
interested in medical planning for many years will be impressed 
by the faults of omission rather than commission: this makes 
constructive criticism easier. 5 

A broad definition might have been a complete service for 
the body and mind (and spirit) of every individual. Clause (a) 
should have added “ and progress to a higher level of health.” 
“ Every "\ means of every age and every status. I would add 
a clause (c): (i) To aid research and so to advance medical 
science, and (ii) to promote the co-operation of doctors on the 
one hand and patients on the other. ; 
_ Under “ Discussion” the basis-of the service on the family 
as the normal unit with the family doctor as the normal 


Teddington. 


medical attendant has always been approved by the vast 
majority of the profession. As one who has advocated 
“co-operation” for over 30 years I am glad that clause 27 
has been agreed. 

I feel that there is some confusion in the whole report 
between the principles of building up from below and the 
“organization” from above. As an advocate of the former 
method I would put forward the following criticisms, which 
I hope are constructive. The Health Service Centre should 
be in relation to a small general hospital. Representatives of all 
branches of the services should meet here, forming local medical 
advisory councils, which councils should be referred to in all 
matters concerning the health of the district. From these should 
be elected representatives to regional medical advisory coun- 
cils ; from these again representatives to the advisory council to 
the Ministry of Health. , 

The local medical advisory councils are of the greatest 
importance. If they function properly they will direct or divert 
the creative intelligence of extreme individualism into the 
common council on the one hand, avert the danger of stereo- 
typed. or standardized methods, which will always tend to be 
imposed by higher authorities, on the other, give opportunities 
for the exchange of ideas and views and so help the advance 
of science, and, if one may tread into the political sphere, 
they are “rational democratic.” : 

Satisfaction with or complacency with regard to the working 
and terms of the National Health Insurance Act appears to me 
worse than dangerous. The best that can be said is that this Act 


has done little positive harm. It has been negative as regards . 


the progress of medical science. It has been of financial 
benefit to the members of the profession who have large 
panels. In 1911 I levelled many criticisms against it and 
also prophecies, most of which have been justified. At that 
time I opposed the Act as not worthy of the intelligent planning 
by the medical profession of this country ; I put forward the 
alternative scheme based upon group practice at centres ; I was 
ruled out of order. I have regretted since that I did not move 
amendments which could have been woven into its framework, 
now suggested over 30 years later. 

_ One other criticism: I should like to think that more attention 
had been given to the psychological aspect, but I have 
endeavoured to’ restrict myself to fundamentals only.—I 
am, etc., 

P. W. L. Camps. 


Sir,—Having just read the interim report of the Medical 
Planning Commission in your issue of June 20, I feel I should 
like to offer certain comments. : 

The first is in connexion with paragraph 38. Surely the 
admission that certain corrupt practices in our present system 
are likely to continue in any other system we may envisage 
or attempt to carry out is as damning an indictment as it is 


possible to find. Are we then to admit ourselves defeated, © 


before we even begin, in any attempt to better our ideals? 
Are we just to admit the presence of such graft and not try 
to do anything about it? No reform of any worth was ever 
carried out in such a tame spirit. Or is this merely a symptom 
of our gradual moral decline and softness? Why should we 
assume that we simply have not the strength of mind to 
eliminate these. evils? 

I do not admit the argument set forth in paragraph 39. 
Surely it should be possible to have men trained specially in 
medical administration who would be eligible for administrative 
posts. I understand that in Canada a doctor has to undergo 
special training in medical administration before he is eligible 
for such posts as medical superintendent of any large hospital. 

Paragraph 48 says: “ ... We could not, if we would, start 
with a clean slate.” Why not? The whole point lies in that 
“if we would.” There seems to me to be a. lack of punch 
in. the statement. If we ‘have the necessary will and the 
necessary perseverance, we can start with a clean slate. Indeed 
we shall have to by very force of circumstances. What is: the 
use of thinking up half. measures when we are going to be 
forced to go the whole way? ‘No one can be so short-sighted 
as to imagine that the end of the whole scheme will not be 
a whole-time salaried medical service. 

Paragraph 48 also says: “.. . . What is wanted is the adapta- 
tion, augmentation, and reorientation of existing services... . 
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Fine words which mean plainly a patched-up affair, rather | 


similar to nearly all our voluntary hospitals. Cumbersome 
buildings with additions, alleyways awkward to run with 
dozens of inconveniences—these have also been “ adapted, 
augmented, and reorientated”” when many of them ought to 
have been completely rebuilt. The type of mind which has 
made these ideas is the type of mind which has been respon- 


sible for our policy in the pre-war years. Always patch and 


hope for the best. 
come anyway. 

I feel that so many of the objections to the whole-time 
salaried medical service are based on a spirit of complete 
materialism. The criterion of a man’s ability is being accepted 
—as it has up to now very often—as the extent of his income. 
Surely it should be possible for our profession to show that 
we judge men by the quality of their work rather than the size 
of the income. Indeed, until we can infuse this spirit into 
ourselves any scheme can fail.—I am, etc., 


Ledbury.. GEOFFREY G. AIREY. 


Sir,—I belie been interested in mittee planning for some 
years and have done some work in that direction ; as a result 
I have eagerly awaited the interim report of the Medical 
Planning Commission. There were moments while reading the 
report when I felt that a bold and constructive progressive 
policy was being taken, but, alas! I was quickly disillusioned 
when I reached the paragraphs on “ Immediate Proposals.” 

It is known to all that our present health services are 
uneconomic, lack integration, and are very. unwieldy, to say 
nothing of the overlapping and duplication ; yet the Commission 
after many months of deliberation proposes nothing more than 
an immediate extension of N.H.I. to include the dependants 
of the insured persons. To begin work with the object of 
providing and making available to every member of the com- 
munity a complete medical service, and incidentally improve 
the working conditions of the medical practitioner, and then to 
do no more than propose the extension of N.H.I. is, I feel, 
evidence of moral cowardice. 

There is little doubt among the many doctors I have discussed 
this matter with that the only service which can remove the 
existing defects and introduce the essential improvements is 
a 100% State Medical Service. As I expected, the usual 
“bogy” of bureaucratic control and the platitudes of free 
choice of doctor and the lack of initiative in safe jobs have 
been resuscitated, but they will deceive no one—certainly not 
the community who want a complete medical service, or the 
doctors who are prepared to work the scheme as whole-time 
salaried officials. What choice of doctor is there in the public 


Let us have something new: it has to 


health service, in ante-natal, child welfare, and school clinics, 


also in the hospitals, whether voluntary or public? In what 
way has bureaucratic control adversely affected these services? 
The chief criticism which can be made is their lack of co- 
operation with the general practitioner, and this is not due.to 
bureaucratic control. 

‘Then there is the usual loose thinking about the cost of 


‘a complete service. We are told that the country cannot afford 


it. At the risk of being accused by some of holding doctrinaire 
views, I maintain that the service would cest no more and 
probably less than the present uneconomic and patchwork 
system. The money could be raised by taxation and com- 


_ pulsory contributions, and the funds pooled so that the money 
could be distributed to regions on the basis of population.. The 


cost of the present medical services (excluding workmen’s 
compensation, environmental and cash benefits under N.H.I.) 
is about £150,000,000 made. up as follows : 


Voluntary hospitals x £16,000,000 
State-controlled hospitals £43,000,000 
Municipal health services £13,000,000 
National health insurance a £16,000,000 
practice .. £60.000,000 


The money is derived RE: many. different sources—e.g., 
charity, fees from patients, contributory schemes such as the 
H.S.A., insurance as N.H.I., rates as the block grants to public 
hospitals, and finally from taxes such as the State and 
municipal medical services. Surely it would not be difficult 
to employ an expert to work out a scheme for raising the 
sum :of. £150,000,000. per annum, the amount required for ’a 
State Medical Service for the country as a whole, especially 


as it is shown that the bulk of the money is not drawn from’ 
taxation. 

It is axiomatic that national survival in times like the present 
depends more than ever before on the health of the community, 
and upon the health of the community depends the health of 
each individual. Yet in the most essential of all services the 
medical practitioner is not allowed the economic security which 
is guaranteed to teachers or civil servants. To preach health 
to the underfed and to those to whom medical services are 
not freely available, and to praise the doctor who “ unselfishly ” 
gives of his best when in reality he is being hampered by the 
impending fear of economic and social insecurity, is sheer 
hypocrisy. A nation’s health is its greatest asset, so let us have 
the best possible service for the community and the best 
possible conditions for the medical and lay personnel who will 
unhesitatingly maintain. the high standard so essential for its 
success.—I am, etc., | 


London, E.10. A. ROBERT Fox. 


Sir,—Careful perusal of the interim report of .the Medical 
Planning Commission leads one to the conclusion that (in this 
Utopia?) the salaries of the greater part of the medical 
profession as well as those of innumerable lay officials are to 
be paid by the State; but it is not therein apparent how the 
State, either by taxes and/or rates, is to raise these enormous 
sums. Some enlightenment on this matter might be perhaps 
helpful——I am, etc., 

Rayleigh, Essex. C. H. BATEMAN. 

_ Treatment of So-called “Crush Syndrome ” 

Sir,—In June of last year we brought forward evidence to 
suggest that the approach to the problem of the “crush 
syndrome ” had previously been from a wrong basis, and that 
the condition, including its renal manifestations, was the result, 
primarily, not of toxaemia, but simply of the loss of blood 
constituents into the injured limb the capillaries of which had 
temporarily lost their function. Applying this conception 
therapeutically, we argued that the primary principle of treat- 
ment should be to stop the limb swelling, or, if it was swollen, 
to reduce the oedema. This we achieved by applying positive 
pressure of 60 mm. Hg to the limb. We published details of 
two cases successfully treated on these lines (Lancet, 1941, 
1, 780). 

Strong experimental support for our theory has recently been 
furnished by Duncan and Blalock (Ann. Surg., 1942, 115, 684). 
By compressing the limbs of dogs in a special clamp they 
have produced a syndrome similar to the “crush syndrome ” 
of man, including shock and renal failure. Untreated, 18 out 


of 19 dogs died. But when the damaged limbs immediately — 


after release from compression were enclosed in a pneumatic 
tube with a pressure of 40 mm. Hg 15 out of 21 dogs survived. 

Further experimental work is clearly required, particularly to 
elucidate the mechanism of production of the renal symptoms. 
We suggest, however, that there is now sufficient evidence to 
justify routine prophylactic treatment being standardized on 
the lines advocated in our article. If this view is accepted, 
first-aid workers should be instructed to bandage firmly the 
limb as soon as it has been reléased. Immediate treatment 
on the same lines should be carried out in hospital, either with 
the apparatus we suggested or some modification which fulfils 
the same principles. 

The present lull in aerial bombardment in many districts 
offers a suitable opportunity for working out the requisite 
measures of organization —We are, etc., 

D. H. PATEY, F.BR.CS. 


J. DouGLas Rosertson, M.D. 
The Middlesex Hospital, London, W.1. 


Syme’s Amputation 

Sir,—Sir_ William Wheeler (June 20, p. 770) mentions the 
late Mr. R. C. Elmslie’s advocacy of Syme’s amputation. The 
operation which Elmslie devised and practisett was a modified 
Syme’s amputation, the essential points being a small heel-flap 
and a high division of bone just where it begins to flare out. 
The modern operation was designed to avoid the undue 
bulbousness and poor ground clearance of the old Syme stump, 
which rendered impossible the fitting of a neat, light, durable, 
and efficient prosthesis. With the newer stump this is easy, 
and, furthermore, the skid, which was inevitable with the 
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older limbs and played havoc with end-bearing, seems to have 
been eliminated. The only trouble we have had with this 
operation, properly performed in suitable cases, has been, 
curiously enough, to persuade any firm of limb-makers, but 
one, to construct the correct limb.—I am,.etc., 

H. JACKSON BuRROWS. 


Standardized Wassermann Reactions 

Sir,—The letter of Dr. J. L. G. Iredale and Dr. H. R. M. 
Richards (June 27, p. 804) suggests the possibility that other 
directors of approved laboratories may not be aware that, as 
they were informed in Ministry of Health memoranda dated 
April 4, 1941, and January 11, 1942, the special laboratory of 
the Ministry of Health for comparisons of serum tests makes 
and supplies antigens for Wassermann and Kahn tests, 
haemolytic amboceptor (rabbit v. sheep), and preserved guinea- 
pig serum for complement, all of which are carefully tested 
before issue. As regards the preserved complement-serum, an 
inquiry which I made a year ago of the laboratories approved 
for tests under the V.D. scheme to discover if they were finding 
difficulty in obtaining guinea-pigs for complement elicited 
replies which suggested that a number. of them must be using 
complement of poor quality, a more potent cause of indifferent 
results than is often imagined ; this gave another reason besides 
the guinea-pig supply problem for pushing on with the produc- 
tion of preserved complement-serum. Each ampoule of this 
serum is from a pool of 100 mature (600 g.) healthy boars, 


and is tested’ for suitability of titre and for freedom from > 


native amboceptor and undue sensitivity to antigen; it is 


probably, therefore, of better quality than the complement used - 


in most laboratories. It is preserved by Dr. Richardson’s 
method as described in the Lancet, 1941, 2, 696.—-I am, etc., 
London, S.W.1. L. W. HARRISON. 


Smr,—Three things used in the sidiiian of the Wassermann 
reaction can be standardized—namely, the technique, the 
antigen, and the saline. 

Unfortunately for the man doing the test, the complement, 
the amboceptor, and the red blood cells cannot be dealt with 
in this way. It must be realized that this test requires the 
whole of the attention of the pathologist, who should do every 
step of the test from start to finish. The deplorable habit of 
deputing technicians to do part of the routine work should 
cease if reliable results are required. Thus it is apparent that 
no one should perform Wassermann reactions for clinicians 
until he has received proper and adequate training. 

Furthermore, I would tentatively suggest that this country be 
divided up into four areas, each with its central V.D. laboratory, 


’ part of whose function would be to check and be checked by 
In this way I feel - 


other laboratories doing V.D. pathology. 

certain’the standard of the performance of: fhe W.R. and allied 

serological tests would be immensely improved.—I am, etc., 
London, E.1. I. N. ORPwoopD PRICE. 


Sterilization of Surgical Rubber Gloves 

Sirn.—In the technique section of Dr. 'W. J. Stuart’s article on 
the sterilization of gloves (June 6, p. 694) he remarks upon 
his own particular method and upon that obtaining in 
conjunction with high-pressure sterilizers. He does not 
subscribe to the principle of inducing a primary negative 
pressure, and instances the effective difference through first and 
second exhaustings as shown from the tests of Sandford and 
Cookson. I am venturing to comment upon his own practice, 
with slight modification. 

Admittedly in a partial vacuum of 24 in. Hg an unknown 
air content is contained. This void is static except for a slight 
circulation of heated air. The admission: of steam produces 
rapid movement and the entire content is in a state of minus 
pressure equilibrium ‘per gauge until zero is reached. On 
attaining plus pressure the volume is progressively constant, 
while the heat ard weight factors are now variable. The hottest 
steam occupies the upper stratum, while the heavier and more 
saturated descends and forces below it the heavier atmo- 
spheric air content until ultimate. pressure is attained. * Thus 
in the volume. we have a graded gravity weight content under 
compression—the warmed saturated air, being the cooler and 
heavier, .is precipitated to the lowest stratum. This can be 
cleared by opening the valve on the conduit from the bottom 
of the chamber, allowing a free discharge of air and steam, for 


the space of half a minute. It may be questioned whether the 
same gravity condition would be effected without the primary 
vacuum. The answer is (this process applying particularly to 
the treatment of dressings, that with the primary vacuum the 


- Steam is attenuated and absorbed into every part and particle 
__ of the void, penetrating the most remote interstices of the fabric. 
Without vacuum the steam would expand in an erratic course 


and bottle up globules of air within the fabric by a compression 
surround. 

With gloves, however, conditions differ—we are concerned 
with surface sterilization, outer and inner enclosed. The outer 
presents no difficulty, the inner does. Assuming an unwrapped 
glove to be deposited in an autoclave, and a vacuum induced, 
air blisters would be raised on the fingers as by blowing into 
them, external minus pressure producing the same. effect as 
internal impulsion. It is impossible to say whether these blisters 
would be arrested in a state of compression or whether the 
air would be driven out ; hence a primary vacuum is attended 
with that risk and not to be commended for this particular 
purpose. As Dr. Stuart explains, the gloves are contained in 
a canvas cover, and as the impulse of pressure steam would 
impress the surfaces tightly together he inserts a piece of gauze 
to prevent apposition of the surfaces. My own idea is (and 
I don’t know if it is really practicable) to draw the rubber 
gloves over common cotton ones. The surfaces would be kept 
apart more effectually and the fabric would serve as a conductor 
to the steam. Moreover the material would absorb any water 
precipitated by condensation, which, when formed, is not 
entirely evaporated but mixes with the chalk and resolves an 
undesirable cement content in the fingers. 

Dr. Stuart remarks,.casually on the drying, and in his own 
practice it may be convenient to leave the gloves within~the 
heated chamber for some‘ time to complete evaporation. In 


hospital routine, however, the complete process would be 


effected rapidly. For this final rendering I incline to 
mechanical extraction by inducing atmospheric air through a 
cotton-wool filter at a tension of 15 in. Hg at seal, breaking 
down to 5 in. with the air current passing. I am quite in accord 
with the pressure and time factors Dr. Stuart stipulates.— 
I am, etc., 


London, E.7. J. CHARLTON ROBINSON. 


Complacency in Anaesthetics ? 


Sir,—In reply to Dr. Atkinson’s request (June 20, p. 774). 


I can furnish statistics for orthopaedic anaesthetics. In the 
orthopaedic department at Botleys Park during the last 18 
months 2,000 anaesthetics have been administered for all types 
of case without a fatality. The standard technique employed 
is induction with pentothal up to 1 g., followed by nitrous 
oxide. and oxygen. In the cases (about half) anaesthetized 
by me personally N,O and O, are delivered from rotametres, 
reinforced when necessary (which is rarely) by cyclopropane. 
CO, is absorbed by a Water’s to-and-fro canister, which I 
consider is the most efficient method of absorption generally 
available. 
indeed for the patient, as sequelae such as vomiting rarely 
occur. 

I do not think the greatest “ rag-and-bottle " expert could 
better these results from any point of view.—I am, etc., 

F. G. Eruiras, B.M., B.Ch., D.A. 


"Mass Radiography 
Sir,—Dr. Lavelle in his letter on the above subject (June 20. 


/ 


p. 773) misinterprets me, and appears to have missed the real © 


point of my recent letter (May 30, p. 678). 

I am fully aware of the trend of development of miniature 
radiographic technique in this country, and that is the.very 
reason why I wrote calling attention to the merits of the 5 in. 
by 4 in. film method, which I believe will in the long run hold 
the field. My main contention was that it would be a mistake 
to supply apparatus for 35-mm. work on a large scale and 
thereby ‘establish standards which are not the highest. 

One of the first essentials in any nation-wide scheme of mass 
radiographic survey should be the standardization of apparatus 
and technique, and that is why I disagree with Dr. Lavelle that 
existing apparatus should be adapted. As regards high-tension 
generators I do not agree with him that-an output of 100 mA 


is enough if the best results are to be obtained ; I would say 4 : 


that 200 mA should be the minimum. 


a 


This technique is simple, safe, and very pleasant — 
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Mathematics was never my strong suit, and I must confess 
that the “few simple calculations” which will prove that 
76 mm. by 35 mm. film when enlarged will show greater photo- 
graphic sharpness than 5 in. by 4 in. film are not immediately 
obvious to me ; all the calculations I can think of lead to the 
opposite conclusion. In any event, one of the principal 


advantages of the 5 in. by 4 in. film is that it is suitable for — 


direct viewing and does not require enlargement. 

As to stereoscopic views, I am in entire agreement with 
Dr. Lavelle as to the unjustifiable expense of routine full-size 
stereoscopic films of the chest, but I do maintain that when 
it is purely a question of accuracy two films taken from a 
slightly different viewpoint are better than one. In miniature 


]. radiography the very slight extra expense of stereoscopic views 


will probably prove to be justified —I am, etc., 
Hull. R. HERMON. 


Sir,—The recent publications and correspondence on mass 
radiography appear to centre on the production of the required 
picture, with details of apparatus and organization needed for 
the purpose and the results to be expected from surveys. We 
do not suppose that there are any radiologists or chest 
physicians who would dispute the ability of such a procedure 


to disclose many cases of symptomless tuberculosis, and 


neither do we ‘consider that, granted all the necessary staff 
and apparatus, the -administrative machinery could not be 
devised’ speedily for its use. We do dispute, however, that 
these should be the sole criteria for launching a campaign 
among the general public to popularize mass radiography at 
the present time. 

Mass radiography has become a scientific possibility, a short 
jump ahead of our social progress. This gap must be closed 


before the public are asked to submit themselves to a process. 


which may mean social disaster to many of them. It is not 
possible for tuberculosis physicians or radiologists to say by 
‘a glance at a film whether a patch of infiltration is due to 
tuberculosis or not, and several weeks or even months may 
elapse before any confident statement can be made to this 
effect. What is to happen to the patient in the interval? 
Observation in an institution, substandard work, repeated atten- 
dances at a tuberculosis dispensary? Such procedures may 
mean the loss of the individual’s employment, and in many 
cases this may happen when the patient is not suffering from 
tuberculosis at all. 

If we could be certain that mass radiography would 
eliminate tuberculous disease and that only, then we might 
have some justification for pressing our claim on the grounds 
that serious spread of the disease has been prevented. But this 
assurance carinot be given. Consequently, it is our considered 
opinion that: (a) the State must grant social security to those 
found to be suffering from the disease and to their dependants ; 
(b) those requiring observation must be safeguarded in respect 
of their employment; and (c) the principle of substandard 
work must be accepted for those under observation or 
suffering from tuberculosis. When these principles are accepted 
by the State, then the door will be open to mass radiography 
and the medical sociologist will have happy hunting. Until 
these safeguards are introduced we feel the public will be 
asked to co-operate in a scheme the pitfalls of which they do 
not realize. If the general public once realized the implications 
we feel they would demand security before submitting 
themselves to mass radiography.—We are, etc. 

Oxford. NORMAN ENGLAND. 

F. H. Kemp. 


Declining Population and Preservation of the Race 

Sir,—In all the correspondence hitherto published on this 
important topic nobody has said that there is presumably an 
optimum, as opposed to a maxfmum, density of population for 
the British Isles. When Nazism has been defeated we may 
presumably look forward to a time when the bulk of mankind 
will be united under some centralized or federal form of 
government for purposes of social, economic, and military 
security. When that is achieved it may be possible to decide 
what size of population can ‘conveniently and comfortably be 
accommodated in the various territories of the globe. Such 
a conception may seem hopelessly idealistic while the principle 
that might is right still dominates human action, but if we 
may assume for the moment that mankind were to become 


sane would it be essential or desirable that the population of 
these islands, for example, should be maintained at its present 
or an even higher level? It is well to remember. that in the 
past the British stock attained a pretty high standard of achieve- 
ment in divers directions with a population rather less than a 
third of what it is to-day. When we are in a position to 
consider our population figure with less emotion and without 
fear of being crushed by a numerically superior potential 
enemy, those competent to judge will be able to gauge, with 
some degree of accuracy, what our optimum population should 
be. Then and then only shalt we be able to advise parents 
as to how many children they ought to have. Contraception 


‘has been cited as a primary cause of the decline in the birth- 


rate, but this is a preposterous argument. The fact is that 
many persons are shying away from parenthood for a variety 
of reasons, some worthy, others less worthy. Many less desir- 
able means of avoiding parenthood exist and would be 
resorted to in increasing measure if. contraceptives were 
abolished by law. A radical change of social values and, still 
more, liberation from fear are necessary before we shall see 
the return of large families—if, indeed, these are desirable. 
One other matter has received only scant attention from 
previous correspondents, and that is the treatment of sterile 
marriages. Whether subfertility is actually increasing or whether 
the public is becoming more aware that something can be 
done about it is an impossible question to answer at present, 
but it certainly seems that in this country the laity are, generally 
speaking, more alive to the matter than the medical profession. 
Except in a few large centres organization for the investigation 
and treatment of sterile matings is sadly inadequate and out 
of date. Children, perhaps from specially desirable potential 
parents, are thus being denied to the nation. . The Family 
Planning Association has made a small beginning in this 
direction, and the medical officers at its clinics are ready to 
give advice and help on sterility to any who need it. The usual 
procedure is to refer them to hospitals or specialists who are 
competent to deal with the many and complex problems 
involved ; but in one or two provincial clinics facilities for 
investigation and treatment (including tubal insufflation and 
salpingograms, endometrial biopsies, seminal fluid examinations, 
artificial inseminations, etc.) are already available——I am, etc., 


MARGARET HADLEY JACKSON, 
Member of the Medical Subcommittee, Family 
Planning Association. 


Treatment of Scabies 

Sir,—Prof. R. M. Gordon and Dr. D. R. Seaton (June 6, 
p. 685) quote results of treatment of scabies with derris powder. 
The successful treatments were among Service personnel subject 
to discipline, but Forman (1942) in a series from a civilian 
out-patient department did not have successful results. Prof. 
Gordon and Dr. Seaton consider that proper supervision is 
therefore essential, and also that treatment dermatitis, 
especially of the scrotum, may occur. 

May I quote the results of the treatment of 62 school 
children whose infection with scabies was discovered between 
Sept. 1 and Christmas, 1941. The lotion used was: derris 
1 0z., soap flakes 24 drachms, water 1 pint. This was applied 
by parents or guardians at home, with the aid of written instruc- 


Crediton, Devon. 


.tions, 3 times daily for 4 to 5 days. In some severe cases the 


treatment was continued for 7 to 10 days, but only 1 boy 
developed any treatment dermatitis. No disinfection of bedding 
or clothes was done and no extra baths-were given, except to 
patients showing secondary septic “ scratch ” dermatitis. (Some 
evacuee patients were unable to obtain any baths in their billets.) 

Eight children were not seen again after the initial diagnosis 
and beginning of treatment. Infectious illness or truancy 
accounts. for most of these. The remaining 54 cases were found 


‘to be cured on inspection 4 to 10 days after starting treatment, 


and the children were returned to school within 7 to 10 days 
of their initial exclusion. In my experience this represents 
a great shortening of the period of exclusion found necessary 
when sulphur preparations are used for home treatment. 


Of these 54 children, 28 were still clear when inspected 3 to | 


4 weeks later. Fifteen failed to appear for further. inspection 
and 11 were found to have relapsed. Of these 11, 7 gave definite 
histories of sleeping with infected relatives over whom the 
public health department had then no control.—I am, etc.,, 
Public Health Department, Worcester. MARGARET SPENCER. 
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Obituary 


FRANCIS JOSEPH BIRKS, M.B. 


Dr. Francis Joseph Birks, who died on June 19 at the age 
of 67, was for many years one of the leading general 
practitioners in Sheffield. Educated at Wesley College, 
Sheffield, he entered the medical school of the old University 
College. He qualified L.S.A. ‘1901, 
taking the M.B.Lond, in 1913. He 
held all the resident posts in turn 
at’ the Infirmary, finally becoming 
house-surgeon, then the senior post. 
He started practice in Leeds, but in 
1910 returned to Sheffield in partner- 
ship with the late Dr. C. W. Smith. 
He was a most careful and success- 
ful anaesthetist and at different times 
held posts as anaesthetist to the 
General Infirmary and Public Dis- 
pensary at Leeds, and in Sheffield 
to the infirmary, hospital, afd Jessop 
Hospital. Always a loyal member 
of the B.M.A., he was honorary 
secretary from 1912 to 1915, and 
Division 1937-8. He leaves a widow 


chairman of the Sheffield 
and four children. 

The writer of this note knew Birks first as a senior student, 
an influence for good in a school which was passing throngh 


a very difficult period. Later, as a resident, Birks acted as an - 


unofficial tutor and mentor, and finally as a senior colleague. 
Invariably courteous and kind and helpful, he set an example 
to all of conscientious adhesion to duty. Later he became an 
ideal family doctor, equipped with hospital experience in all 
- branches of medicine, supplemented by a high sense of duty 
and never-ceasing industry. He gave his: patients not only 
good treatment but wise counsel on all kinds of problems. 
Perhaps the predominant impression left on one’s mind was 
stautich loyalty to friends. After an over-strenuous life and 
looking forward to retirement, he was working at full capacity 
till a few days before his death. Men like Birks form the 
backbone of the profession, and to such as he it owes what 
popularity it enjoys among the general masses of the population. 
A. E. B. 


Lieut.-Colonel E. D. Cappett died at Farnham on May 27, 
aged 60. He was educated at King’s School, Coventry, and 
Portora School, Enniskillin, and studied medicine at Trinity 
College, Dublin. Soon after graduating M.B., B.Ch, in 1906 
he, joined the R.A.M.C. and served in India, West Africa, Hong 
Kong, and Jamaica. In August, 1914; he went to France, and 
in the following year was awarded the Military Cross for a 

‘ gallant act in saving a number of his patients v-hen a hospital 
of which he was in charge was heavily shelled. After retiring 
from the R.A.M.C. he was for some time Secretary-General of 
the National Association for the Prevention of Tuberculosis. 
He rejoined the Army in August, 1939, to become S.M.O., 
Chatham. A correspondent writes: “Tommy,” as he was 
named, was one of the finest. scrum-halves of his day. He 
played for Trinity College, Dublin, for Ireland many times, 
and for the Barbarians and Blackheath. Those who knew him 
and played football with him will be deeply grieved to hear 
of his death; while many hundreds must still be alive who 
saw him play and will be sad to know that he has gone. His 
popularity was unbounded and everyone loved him. He was 
gay, brim-full of courage, and generous.- No one could tell 
an Irish story better than he. 


We regret to record the death of Dr. WILLIAM Brann, 
formerly senior tuberculosis officer for Camberwell, and for 
three years chief medical commissioner to the National Associa- 
_ tion for. the Prevention of Tuberculosis. He graduated 

M.B.,.C.M. of the University of Edinburgh in 1910 and early 
devoted himself to the study and treatment of cases of tuber- 
culosis. At the Annual Meeting of the B.M.A. in Edinburgh in 
1927 he was vice-president of the Section of Tuberculosis. 
Dr. ‘Harley Williams writes: Popular health education was a 
neglected infant in 1927, when’ William’ Brand breathed new 
life into the propaganda work of the’N.A.P.T. Horse caravans 


with leaflets and exhibits had previously toured England and 
. Ireland, but Brand created something quite new. I well 
remember my first meeting with him one Sunday morning, 
when mysteriously he opened the door of a half-empty build- 
ing where the present Tavistock House stands. William 
Brand was something of a Viking, with deep-blue eyes and an 
unhurried impressive manner, perhaps an atavism of his Shet- 
. land ancestry, and an artificial limb made his movements slow 
and deliberate. He began to speak about non-inflammable 
films, portable models, and travelling cinema projectors. After 
an hour or two’s talk, he produced and solemnly laid -out on 
the table a bottle of wine and a remarkable lunch, and we 
continued to discuss films and health exhibitions. He had spent 
months of patient work building - 
evolving most telling methods of display, and as the lecture 
tours developed and agprernnt | covered England and Scotland 
his careful planning showed results. He had flashes of 
originality and dogged independence, and he was the most 
unselfish man I ever met. Never quick at rorming Sonne 
he reasoned everything to the end, and always acted in a way 
that showed charity and concern for others. 


The Services 4 


Major-General G. A. Blake, late R.A.M.C., has been 
appointed Honorary Surgeon to the King, vice Major-General 
C. M. Finny, O.B.E., late R.A.M.C. (ret.). . 


Surg. Cmdr. D. C. Wilson, V.D., and Prob. Temp. Surg. 
Lieut. D. W. Wallace, R.N.V.R., have been mentioned in 
dispatches for gallant and distinguished service in the Middle 
East. 


The King has approved the Mention of the following officers. 
in recognition of gallant and distinguished services in the Middle 
East during the period July to Oct., 1941: 
Medical Corps: Acting Brigadier E. die, 
S.0., O.B.E. ; (Lecal) C. W. Graham; Temp, 
Col. N. Cameron; Lieut.-C cKinlay and L. S. C. 

M.C.; Majors (Temp. Lieut.-Cols.) C. E. W. Bower, D. 

M.C., K. Fletcher-Barrett, C. A. Levy, A. R. Oram, M.C., G. 

Wigg, T.D., and D. C. Muir; Major N. Capstaff; Capts. (Temp. _ 

Majors) J. C. Dick, R. D. Forsyth, and J. D. W. McCracken; and 

Capts. P. W. Dill-Russell, A. Menzies,’/and T. St. J. H. Silvester. 

Indian Medical Service: Major (Acting Lieut.-Col.) B. N. Hajra; 

po and Brevet Major V. A. Edge; Capt. (Acting Major) G. B. 
- Jackson; Capts. M. R. Chowdhury, K. S. Pillai, W. J. Young, M. 
Abbas, and S. Kapila. 

Australian Military Forces: Col. J. K. Adey, O.B.E., E.D.;_ 
Lieut.-Cols. E. B. Jones, L. C. E. Lindon, T. A. Parry, and A. S, 
Walker; Majors R. V. Graham, I. M. Mackerras, J. S. Peters, and 
J. H. Stubbe ; Capts. (Temp. Majors) R. G. Champion De Crespigny 
and R. H. Macdonald; Capts. W. H. Campbell, A. K. Green, and 
K. H. Heard. 

East Africa Army Medical Corps: Lieut. (Temp. Capt. and Local 
Major) J. McC. Caldwell. 

CASUALTIES IN THE MEDICAL SERVICES 


Capt. ELtiotr Younc, R.A.M.C., was killed in | 


action in Libya in May. He was born on September 6, 1910, 
and was the only son of Sir Alban Young, Bt., K.C.M.G. He 
was educated at Marlborough and Balliol, and after qualifying 
L.M.S.S.A. in 1937 took the degrees of B. 
University of Oxford. Soon after the outbreak. of war he — 
entered the R.A.M.C. as temp. lieut. and served in India before 
being posted to Libya. He leaves a widow. : 
Capt. PRABHAS CHANDRA BANERJEE, Army in India Reserve of © 
Officers, who is recorded as died in an India Office Casualty 
List published on June 17, graduated M.B. of the University 
of Calcutta in 1932, and became a member of the B.M.A. in 
the same year. : 
War Subs. Capt. SHAIKH ABDUL HAKEEM QURESHI, ~ 
R.A.M.C., who is posted as died in an Army Council Casualty 
List published on June 27, was born on July 3, 1892; and re- 


- ceived his professional education at St. George’s Hospital, 


qualifying M.R.C.S., L.R.C.P. in 1924. He was in general 
practice in the London area until June, 1940, when he entered 
-the R.A.M.C. as temp. lieut. 4 
Missing. —Capt. H. M. S. G. Beadnell, R.A.M.C., Capt. G. M 
Davies, R.A.M.C., Lieut. W. Donaldson, R.A.M.C., Major E. 
Ellis, R.A.M.C.,. Capt C. Hecht, R.A.M.C., Lieut. E. Lei 
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M., B.Ch. of the | 
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R.A.M.C., Capt. D: Longbottom, R.A.M.C., Lieut.-Col. L. 
MacFarlane, R.A.M.C., Col, E. Percival, D.S.O., M.C., Capt. 
Smiley, R.A.M.C., Lieut.-Col. J. K. Steel, R.A.M.C., Brigadier 
Stringer, D.S.O., O.B.E., Lieut. H. B. Thomson, R'AMC. 


Wounded.—Temp. Major E. E. Evans, R.A.M.C 
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UNIVERSITY OF OXFORD 
Ina Congregation held on June 25 the following carer degrees 
were conferred : 


D.M.—*O. H. J. Maxwell Telling. 
B.M.—J. K. G. Webb, *M. Evnine. 
*In absence. 


UNIVERSITY OF CAMBRIDGE 


‘The following candidates have been approved at the examination 
indicated : 


FinaL M. ie ag Il (Principles and Practice of Physic, Pathology, and 
C. Ackner, W R. 


Pharmacology) : G. Arulanandom, 
W. E. S. 6. P. Baker, R. C. ee: . D. Barlow, G. M. Barrett, 
J, A. V. Bates, A O. Bech, N. L. Birkett, Black, G. G. B. Blackman, 
F. Borrie, B. F. Brearley, M.’' M. 4K; Brown, P. H. Buxton, 
C. D. Calnan, T. O. Candler, F. S. Carter, W. E. Church, N. D. Compston, 
E. G. A. Crawshaw, N. F. Crofts, M. C. Cross, C. H. K. Daly, R. E. 
Danckwerts, P. M. Daniel, H. G. Danziger, R. W. Danziger, I. N. by- 
shire, J. Dean, G. H. Dhenin, R. Dobson, C. O. Edwards, R. M. Emrys- 
Roberts, W. F. Felton, J. H. L. Ferguson, G. E. Ffrench, J. L. Fluker, J. B. 
Foote, J. A. S. —— D. G. R. Fox, F. S. Glassow, E. C. E. Golden, 

Goorney, Gray, G. F. Green, E. J. Holborow, 

Holden, A. Hulme, W Jackson, E. B. Jarrett, 


Jeffrey, D. M. Jeffreys, H. W. F. Jones, Tt. S. Juler, T. D. Kellock, 
R. Kelsey, J. M. S. Knott, H. P. Konig, H. M. Lawson, A. G. Leacock, 
T. Lewis, K. H. Lim, K. T. Lockhart, H. E. Lockhart-Mummery, A. 
Lyell, I. Macdonald, L. R. McLaren, S. J. R. Macoun, H. G. McQuade, R. G. 
. R. M. . L. H. H. May, R. H. Meara, R. 
Miller, W. K. S. Moore, C. R. Naish, A. W. N. Oatway, R. P. 
Pattinson, J. P. Paul, J. A. Peters, C. M. Phillips, J. S. Pippard, E. C. 
Poulton, J. 4 K. Preedy, E. J. T. Prettejohn, P. M. M i he. 
Purser, J. F. Quinton, P. K. Renshaw, D. Rice, A. J. Rook, H. M. J. 
J.-H. M. Rowlands, G. Salter, D. L. Sandes, T. O. Scudamore, 
. S. Short, E. G. Sita, J. F. 
‘Cc. Swanson, R. D. Sweet, 
R. J. Walker, J. C. Waterlow, R B. Welbourn, J. C. N. Westwood, G. 
Wetherley-Mein, R. H. Wheeler, R. U. Whitney, J. J. Wild, D. I. Williams, 
H. I. Winner, J. F. R. Withycombe, J. B. Wyon. Women: A. Bolton, 
G. E, L. Cummins, P. Eskell, F. H. Lomax, V. U., Lutwyche, M. L. 
Macalister, H. C. Mason. 


> 


-ROYAL COLLEGE OF SURGEONS OF ENGLAND 


On July 2 three Fellows were elected into the Council to filt the 
vacancies caused by the retirement in rotation of Prof. E. W. Hey 


; 4 Groves, Prof. G. Grey Turner, and Sir Hugh Lett, Bt. The following 
Fellows were elected: 
\ Votes 
Beit Cairns (Oxford) .. 
GREY TURNER (British Medical School 
Sir Letr (The London Hospital) . 399. 
The following were the other candidates: _ 
Lambert Charles Rogers (Cardiff) 
Philip Henry Mitchiner (St. Thomas’: s Hospital) ip 
Sir Harold Gillies (St. Bartholomew's Hospital) 
Lennox Ross Broster (Charing Cross Hospital) . ocr ee 
Sit Lancelot Barrington-Ward (Great Ormond Sireet Hospitab ve AO 
les Aubrey Pannett (St. Mary’s Hospital) . 143 


In all 1,143 Fellows voted; in addition: 17 were to be 
invalid. Prof. Grey Turner, Sir Hugh Lett, and Prof. Cairns are all 
elected for the full period of eight years. 


SOCIETY OF APOTHECARIES OF LONDON 


At:a meeting of the Court of Assistants held on June 23, with Sir 
Hugh Lett, Deputy Master, in the chair, Mr. Duncan C. L. 
‘Fitzwilliams was welcomed to a seat on the Court. A committee 


‘| was formed to prepare evidence for submission to the Ministry of 


Health in connexion with post-war hospital policy and the organiza- 
tion of medical schools. Sir Stanley Woodwark and Dr. Geoffrey 


| Bourne were reappointed adjudicators for the Gillson Scholarship in 


Pathology, and Sir Hugh Lett was re-elected as the Society’s represen- 
tative on the governing body of the British Postgraduate Medical 
School. Mr. L. Vernon Cargill and Dr. Arthur P. Gibbons -were 
appointed to serve on the special committee of the Board of Regis- 


| tation of Medical Auxiliaries to discuss post-war planning, and 
‘| Mr. Cargill to the Central Pharmaceutical War Committee. The 


Society’s. Gold Medal in Therapeutics was not vawarded for 1942. 
The following candidates have satisfied the examiners in the sub- 


"| jects indicated : 


Surcery.—P. L. McN. Armstrong, R. S. ‘Miller, Ww. C. 
MEDICINE.—L. D. Miller, N. F. Murphy, C. <4 O. Taylor, J 


|Barnard, M. M. El Badri, M. Fishman, H. 


King, 


Salter; P. R. Green, F. A. Rutland. 
. King, E. E. B. 
MIDWIFERY. —G. R. S. Jackson, D. S. Jones, F. A. Rutland, R. 
C. Fares, D. I. Fullerton, H. Gottschalk, W. H. Lillywhite, H: 
Payne, R. Powell. 
diploma of. the Society was granted to L. D. Miller, N . FE. Murphy, 


» S. 
M. B. 
Vv. T. 


. Fares, S. B. Nelles, M, Fishman, Pak So, and 


lerton. 


1.0, Taylor, J. J. Wild, G. E. Barnard, P. R. Green, 
D. 


Wartime Health 
In a debate on the health of the nation, in the House of 
Commons on June 30, Mr. ERNEST BROWN said that all his 
reports showed that after 1,000 days of war the health of the 
nation was, in many respects, even better than it was in peace- 
time. The birth rate for 1941 was 14.2, compared with 15.1 in 
1938 and 20.9 in 1916. For the first quarter of 1942 the rate 
was 15.5. This was the highest in any March quarter since 
1931. The infant mortality rate for 1941 was 59, compared with 
53 in 1938 and 91 in 1916. The rate for the first quarter - nd 
1942 was 61, the lowest March quarter rate on record. ' 
maternal mortality rate was 2.77, compared with 2.97 in 1936 
and 4.12 in 1916. These figures showed that while over a long 
period of time the birth rate had been falling, over the same 
long period the survival rate had increased. The crude general 
death rate was 12.9 in 1941, compared with 11.6—the lowest on 
record—in 1938 and 14.4 in 1916. 
Infectious Diseases: A Good Report 

The risk of epidemic disease called for special care in war- 
time. Statistics showed that during the past 24 years of war 
the infectious disease rate had been normal, and on the whole, 
with certain exceptions, below the average, Apart from tuber- 
culosis the only infectious disease which had risen during the 
war was cerebrospinal fever. In 1916 there were about 2,000 
cases, and in 1938 and 1939 about 1,300 and 1,500 respectively. 
In 1940 nearly 13,000 cases were notified and in 1941 over 
11,000. In the first half of this year there had been approxi- 
mately 4,000 notified cases, compared with~-7,000 in the mp 
half of 1941. Although cerebrospinal fever was essentiall 
disease of wartime, a less marked but progressive increase ad 
been taking place since 1935, and before the war it was thought 


that in any event a period of "epidemic prevalence might possibly 


be approaching. It turned out that the fatality of the disease 
had been greatly reduced. In 1935 deaths rose to 69%. of 
the cases notified, but during the last few years the mortality 
had fallen to 34%, and 20%. 

There were 50,000 cases of diphtheria in 1941, but the number 
of deaths had fallen from 5,300 in 1916 to 2,600 last year. 
During the last year or so the Ministry had been pressing a 
campaign for the immunization of children, both as a long- 
term policy and as a more immediate precaution against the 
risks of wartime conditions. Experience in other countries had 
shown conclusively the reduction in both the incidence of and 
mortality from this disease among an immunized child popula- 
tion. By the end of 1941 one-third of the child population 
under 15 in England and Wales had been immunized ; but he 
was not yet satisfied. He was pressing the campaign, since 
experience justified the hope that if three-quarters of the 
children at each year of age below 15 could be made immune 
diphtheria might well-nigh disappear asa fatal children’s disease. 

Enteric fevers were natural sources of anxiety in wartime 
with the risk of disturbance of water supplies by air attack. 
We had done much to protect these supplies, and medical 
officers of health were prepared to offer inoculation against 
typhoid if circumstances called for it. There were in 1941 under 
5,000 cases and 148 deaths, compared with 6,000 cases and 
1,100 deaths in 1916. Not one of the deaths during the bomb- 
ing was due to pollution by water-borne infection. Our com- 
parative freedom from typhoid fever in a time of continuous 
bombing was something at which our American visitors 
marvelled. 

In 1941 cases of pneumonia numbered 50,000 with 26,000 
deaths (compared with 23,000 deaths in 1939 and 29,000 in 
1940). New methods of treatment had been adopted, and, serious 
as this disease must remain, continued improvement was 
hoped for. The health services, preventive and curative, 
built up in the last two- or three generations to. cope with 
infectious diseases had stood up remarkably well to the condi- 
tions of war, but continued vigilance would be required. It 
was the desire of the Chief Medical Officer of the Ministry to 
get expert knowledge of how health could be maintained “ put 
over” in language which ordinary people could make part of 
their common discussions. With regard to venereal diseases, 
steps were taken at the outset of war to expand the existing 
services and see that adequate supervision was available. 
Propaganda was being continued and developed along the 
lines thought most likely to be effective. It had always been on 
propessnss and education that we had relied, but work on 
imiting the spread of infection was hampered by lack of powers 
for dealing with those who were unwilling to submit them- 
selves to examination and treatment, and who were known to 
infect numbers of others. While the increase in venereal 
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